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CESAREAN SECTION 


A Review of Three Hundred and Sixteen Cases* 


JAMES P. HENNESSY, M.D., F.A.C.S. 
NEW YORK CITY 


Three hundred and sixteen cesarean sec- 
tions were performed in St. Ann’s. Mater- 
nity Hospital during the thirteen years from 
1928 to 1941 inclusive. Prior to 1928 case 
histories were incomplete and are therefore 
useless for our study. The total number of 
deliveries during this period was 9,149, and 
the incidence of cesarean sections was 3.44 
per cent. Of the total number, 4,605 were 
ward patients and 4,544 were private pa- 
tients. The incidence of cesarean section 
was consistently higher in the private cases 
(1:23) than in the ward group (1:39) 
(table 1). 


St. Ann’s service is composed of approxi- 
mately equal numbers of private and service 
cases. Until the last two years there were 
more private patients than service cases, 
and the incidence of cesarean sections was 


TABLE 1 


Incidence of Cesarean Section in Ward and 
Private Cases 


Total Cesarean Incidence of 

Deliveries Sections Cesarean Sections 
wri Total Ward Priv. Total Ward Priv. Total Ward Priv. 
1928 593 288860 5 6 1:54 1:46 1:60 
1929 646 245 401 18 ) 9 1:36 1:27 1:44 
1930 655 249 406 18 5 13 1:36 1:49 1:31 
1931 605 248 3857 19 7 12 1383 -3385 1:39 
1932 608 308 300 ll 5 6 1:55 1:61 1:50 
19338 466 192 274 18 6 12 FSG) 128 1488 
1934 496 180 $16 17 5 12 1:29 1:36 1:26 
1935 562 245 3817 33 12 21 1215 
1936 701 3860 ©6384) 29 13 16 1:24 1:28 1:21 
1987 817 508 314 27 10 17 1:30 [1:50 
1938 8538 6238 230 39 16 23 1:22 1:39 1:10 
1939 795 4738 3822 28 9 19 2338-3356 1517 
1940 659 352 307 25 5 20 1496 «61:76 
1941 693 394 299 23 11 12 1:80-1:36 ° 1:25 
Total 9149 4605 4544 816 118 198 1:29 1:39 1:23 


*From St. Ann’s Maternity Hospital. 
Submitted for publication February 16, 1942. 


greater than it now is. This fact is explained 
by the presence of referred cases with his- 
tories of previous cesarean section and 
previous difficult delivery, with loss of the 
baby. 

The 316 cesarean sections in this series 
were performed by seventeen members of 
the staff. Seven members of the attending 
staff operated on 285 cases (90 per cent), 
and ten members of the courtesy staff oper- 
ated on 31 cases (10 per cent). 


Indications 


The various indications for the cesarean 
sections are listed in table 2. Many patients 


TABLE 2 
Chief Indications For Cesarean Section 
No. Cases 
Contracted pelvis (all types) . . . 186 


Previous stillbirth and difficult delivery 27 


Post-encephalitic conditions . . . 


Elderly primipara ..... +. 20 
Previous plastic repair. . . . . . 10 
Large baby . . . 8 
Placenta praevia. ... . dl 
Preeclamptic toxemia and 
4 
Pelvic tumor ; 2 
Previous myomectomy . . 2 
Threatened rupture of uterus 2 
Cardiac disease . .....4 3 
Breech . . 1 
Premature separation of placenta ; 1 
Malpresentation of fetus : 1 
Bandl’s ring 2 
Hemiplegia 1 
1 
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had several indications, and these are classi- 
fied according to the major indication in 
each case. Contracted pelvis was the most 
frequent indication for section, occurring in 
about 58 per cent of the cases. Next in order 
were histories of previous stillbirths and 
difficult deliveries, and pregnancies in elder- 
ly primiparas. Two cesarean sections were 
performed for eclampsia, in 1930 and 1922. 
This is not an ideal treatment for eclampsia 
and is indicated only in rare instances in 
which the cervix is rigid and undilated, as 
in elderly primiparas, and when venesection 
and eliminative treatment have not resulted 
in improvement. The necessity for this 
measure is now being eliminated by better 
prenatal care and newer methods of treat- 


ment. 
Obstetric History 


The series included 170 primiparas and 
146 multiparas. A resume of their obstetric 
histories is given in table 3. Eighty-six had 
previously been delivered vaginally of 113 
babies; in this group there had been 57 still- 
births, and 18 babies had died as a result of 
delivery. 


TABLE 3 
Obstetric History of Patients 
Maternal Infant Still. Total Fetal 

No. Deaths Deaths births Mortality 

Cases No. Rate No. Rate No. Rate No. Rate 
lrevious 
Cesarean 
Section SS 2 2.27 7 7.95 0 0 7 7.95 
One Previous 
Cesarean 70 1 1.42 8 4.28 0 0 8 4.28 
‘Two Previous 
Cesareans = 16 1 6.25 4 25.0 0 0 4 +4358 
Three 
Previous 
Cesareans 2 0 0 0 0 0 0 0 0 
Previous 
Vaginal 
Delivery 860COO 0 18 2.98 587 6.62 175 8.72 


Age 


The ages of the patients ranged from 13 
to 46 years. Two patients were 13 years of 
age and five were 15; all these had con- 
tracted pelves. One multipara, aged 45 years, 
a diabetic, was delivered by cesarean section 
of a baby weighing 11 pounds. The oldest 
primipara was 46 years old. The most favor- 
able age in our series was between 25 and 
34 (table 4). 


Condition of the Membranes 


The condition of the membranes is sum- 
marized in table 5. In 258 cases the mem- 


TABLE 4 


Mortality Rate According to the Age of 
the Patients ; 


All Cases Primiparas Multiparas 
No. Maternal No. Maternal No. Maternal 
Cases Deaths Cases Deaths Cases Deaths 
Age No. Perct. No. Perct. No. Perct. 
13-19 years 28 0 0 26 0 0 2 0 0 
20-24 years 37 2 5.40 28 2 7.14 9 0 0 
25-29 years 78 1.27 88 1 2.63 40 0 
30-34 years 87 4 4.59 33 0 0 54 4 7.40 
35-89 years 57 1 1.75 27: 0 0 
40-46 years 29 0 0 15 0 0 14 0 0 
Total 316 8 2.53 4 1.26 4 1.26 


branes were unruptured at the time of 
operation; in 58 the membranes had been 
ruptured from one hour to more than 
twenty-four hours; and in one case they had 
been ruptured more than seventy-five hours. 
In the group with intact membranes the 
maternal death rate was high, while in the 
group in which the membranes had been 
ruptured from twelve to twenty-four hours 
there were no deaths. There was one death 
in the group with membranes ruptured over 
twenty-four hours. lt is interesting to note 
that of the seven maternal deaths occurring 
in the cases with intact membranes six fol- 
lowed classical sections and one followed the 
Porro operation. Usually about one-half of 
the deaths following classical cesarean sec- 
ticn in cases with ruptured membranes are 
from sepsis, and the mortality of the classi- 
cal operation exceeds that of the low flap 
procedure. While our figures are too small 
for comparison we had no deaths following 
rupture of the membranes with the classical 
operation; in the ruptured membrane group 
there was only one maternal death, and that 
followed the low flap operation. 


TABLE 5 
Condition of the Membranes 


No. Cases Morbidity Mortality 

Membranes intact ... 258 41 7 
244 35 6 
ar 12 6 0 

Membranes ruptured 

less than 12 hours... 35 6 0 
32 4 0 
3 0 

Membranes ruptured 

12 to 24 hours..... 13 6 0 
8 1 0 
2 2 0 
3 3 0 

Membranes ruptured 

over 24 hours ..... 10 4 1 
5 1 0 
3 2 1 
1 0 0 
ae 1 1 0 
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Morbidity 


Morbidity was based on an elevation of 
temperature to 100.4 F. for two or more 
successive days, exclusive of the first post- 
operative day. The duration of labor and 
the length of time elapsing between rupture 
of the membranes and operation had a defi- 
nite influence on the morbidity as well as 
the mortality. In our series there was a total 
morbidity of 64 cases, but excluding 5 cases 
(one each of lobar pneumonia, breast ab- 
scess, asthma, mastoiditis, and meningitis) 
which could not be attributed to the opera- 
tion, there remains a net morbidity of 59 
cases, as follows: 


No. Cases 


Pneumonia 

Peritonitis . ‘ 
Infected wound . 
Distention 

Anemia . 

Convulsions 

Intestinal obstruction . 
Phlebitis 
Cardiovascular collapse . 
Pulmonary embolism 
Sapremia 
Shock 
Hematoma of wound . 
Bronchitis . a 


p= 


59 
In the other 252 cases of the series there 
was no evidence of morbidity. 


Mortality 


There were eight deaths in the series—a 
mortality rate of 2.53 per cent. Brief sum- 
maries of these eight cases are given: 

Case 1. A private patient, Para III, aged 
33, had been in labor for five and a half 
hours before she was admitted to the hos- 
pital. Her blood pressure was 90 systolic, 
70 diastolic; her abdomen was tense, she had 
severe colicky pains, and the fetal heart 
was inaudible. A diagnosis of placental 
apoplexy was made. An infusion of 10 per 
cent glucose was given immediately; her 
blood pressure following this was 120 sys- 
tolic, 66 diastolic. A Porro section was done. 
The patient died on the table, from shock. 

Case 2. This was a 30 year old private 
patient, Para IV, with a funnel pelvis, who 
had had two previous cesarean sections. She 
had been in labor for five hours when she 
was admitted the hospital. She had fre- 
quent severe contractions and was unable to 
assume an upright position. A diagnosis of 
rupture of the uterus was made. An infusion 
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was given. Operation revealed a complete 
rupture 5 cm. in diameter in the old uterine 
sear. The scar was excised and the uterus 
closed in layers. The patient died from 
peritonitis on the fourth postoperative day. 
The child is living. 

Case 3. A primipara, aged 26, a ward 
patient, with a contracted pelvis, had been 
in labor for forty-seven hours before section 
was performed. She died on the fifth post- 
operative day, from peritonitis. The child is 
living. 

Case 4. This was a 22 year old primipara, 
a private patient. Labor was overdue when 
cesarean section was performed, but there 
had been no contractions and there was no 
engagement. No vaginal or rectal examina- 
tions were made. The patient was delivered 
of a large baby, and died of meningitis on 
the ninth day. The child is living. 

Case 5. This was a private patient, Para 
III, aged 33, with a contracted pelvis. Her 
first pregnancy had been terminated by a 
high forceps delivery, and there had been a 
third degree laceration; her second delivery 
was by cesarean section. No vaginal or rec- 
tal examinations were made. She died from 
peritonitis on the third day after a cesarean 
operation. The child is living. 

Case 6. This 39 year old primipara, a 
private patient, with a funnel pelvis. had 
had a previous myomectomy. She had been 
in labor ten and a half hours; the mem- 
branes were intact. One vaginal and one 
rectal examination were made. She died on 
the fourth day after operation from intes- 
tinal obstruction. The child is living. 

Case 7. This was a private patient 30 
years of age, Para VII. with nephritic 
toxemia. The membranes were intact. No ex- 
aminations were made. The patient was de- 
livered of a large baby by cesarean section, 
and died of lobar pneumonia on the ninth 
day. The child is living. 

Case 8. A primipara, aged 23, a ward pa- 
tient, had been in labor for twenty-four 
hours and the membranes had been ruptured 
for twenty-seven hours. Four vaginal ex- 
aminations were made. A low flap cesarean 
was done and the patient died on the 
eleventh day, of pulmonary embolism. The 
child is living. 

In two cases (one of placental apoplexy 
and one of ruptured uterus) the deaths are 
charged to the patients’ negligence, as both 
had been warned of the dangers of delay in 
entering the hospital. 
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Infant Mortality 


Three babies in this series (.094 per cent) 
were stillborn, and fourteen (4.43 per cent) 
died after birth. In the two cases of placenta 
praevia and in the case of abruptio pla- 
centae the babies were stillborn. Two infants 
died of osteogenesis imperfecta, four of pre- 
maturity, one of enlarged adrenals, one of 
congenital atelectasis, one of congenital 
heart disease, one of congenital absence of 
kidneys. One died on the fifteenth day, of 
cerebral hemorrhage, and two on the twenty- 
third day, of infectious diarrhea. 


Summary and Conclusions 


In a series of 9,149 deliveries, 316 cesare- 
an sections were performed, including 226 
single and 90 repeated sections. Of the total, 
287 were typical conservative sections, 21 
were low flap sections, 4 Latzko, 3 Porro, 
and 1 a Waters section. The low flap oper- 
ation was done in 21 cases of early and late 
labor, with little or no contamination. In 6 
of the low flap cases there was no indication 
of labor. The duration of labor in the re- 
maining 15 cases varied from two to thirty- 
six hours, the average being 16 hours. Three 
patients were in labor 24 hours or longer. 

Disproportion due to contracted pelvis was 
the indication for interference in 186 cases. 

The uterine cicatrix ruptured in 2 cases 
of repeated section. Both patients had been 
in labor approximately five hours before ad- 
mission to the hospital. One died of perito- 
nitis on the fourth day, and the other made 
an uneventful recovery following a Porro 
operation. 

The gross mortality was 2.53 per cent, but 
the deduction of 2 cases (one of meningitis 
and one of lobar pneumonia) in which death 
was not attributable to the operation leaves 
a net mortality of 1.89 per cent. 

The earlier section is performed in clearly 
indicated cases the lower will be the mor- 
tality and morbidity. Too conservative an 
attitude, leading to too late an operation, 
results in increased mortality and morbidity. 

Even in the best of hands and under good 
aseptic conditions, a patient with unruptured 
membranes, who has not been in labor and 
who has not been subjected to vaginal ex- 
amination, will occasionally become infected 
and die of peritonitis, infection apparently 
originating in the uterine wound by exten- 
sion from the vagina. 

A cesarean section is a major abdominal 
operation and abdominal surgery is never 
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entirely without danger. A review of the 
literature and a study of the reports from 
various maternity clinics lead to the belief 
that cesarean section is performed far too 
frequently. Even in the small series of cases 
here reported it is felt that the number of 
such operations is too high. 


PHYSIOLOGIC TREATMENT OF BURNS 
ALEXANDER WEBB, JR., M. D. 
RALEIGH 


Burned patients are in a precarious con- 
dition from the time of the accident until 
many days later. From the outset there is a 
major disturbance of body physiology that 
may in itself cause death; undertreatment 
or overtreatment may tip the balance in the 
wrong direction, and finally, infection or 
toxicity may cause loss of life. Because 
many adjuncts to therapy are now avail- 
able, and because the laboratory plays such 
an important role in the treatment of these 
cases, it seems feasible to review some of 
the more important physiologic disturbances 
and to outline a general mode of treatment. 

Immediately after a severe burn there is a 
shift of body fluids concurrent with shock. 
Forty-eight to seventy-two hours later the 
important factor is the amount of toxicity 
or infection, which is detrimental to the 
healing of the local site and to the condition 
of the patient as a whole. It may be well to 
consider separately the two phases through 
which the patient passes following a burn: 
(1) period of shock, and (2) period of tox- 
icity or infection. 


Period of Shock 


Immediately following a severe burn there 
may be no evidence of shock, but repeated 
hemoglobin and specific gravity determina- 
tions will reveal a rise in the hemoglobin 
and in the specific gravity of the blood. This 
increase is due to a concentration of cellular 
elements and is an indication of drop in 
blood volume, increased viscosity, and loss of 
fluid. 

Plasma loss from the vessels accounts for 
this lowered blood volume. This loss results 
from: (1) increased permeability of capil- 


aries adjacent to the burned area; (2) local 


Read before the Staff of Rex Hospital, December 2, 1941. 
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leakage, especially in second and third de- 
gree burns; (3) increased permeability of 
capillaries remote from the burned area due 
to concurrent shock; and (4) plasma dilu- 
tion from parenteral fluids, which do not re- 
main within the vascular system because of 
reduced osmotic pressure. McIver"), Har- 
kins”, and Blalock") have all shown that in 
edema fluid around the burned area plasma 
makes up 57 to 70 per cent of the total vol- 
ume. Moon") states that fluid is taken up 
from areas remote from a burned site and 
redeposited in areas adjacent to the burn. 
This tremendous loss of plasma is progres- 
sively deleterious if allowed to continue 
without some measures for maintaining an 
adequate blood volume to insure adequate 
blood flow. Elkinton, Wolff, and Lee’ feel 
that capillary impermeability is not regained 
for thirty to forty hours; however, this fig- 
ure would séem to vary with the depth, ex- 
tensiveness, and severity of the burn. The 
same authors worked out a formula for de- 
termining the amount of plasma needed 
which is at first sight complicated, but which 
is invaluable in the treatment of the first 
phase: 

Plasma needed (in cc.)= 

W (100-Ho) HnPo 

14 x 3.5W— 9 (100-Hn)Ho 

W =Body weight in kilograms 

Hn=Normal hematocrit reading (41-45%) 

Ho=Observed hematocrit reading 

Po=Observed plasma protein concentration 

(normal, 7 Gm. per 100 cc.) 
The authors admit that errors may be cumu- 
lative and that the figure may be only ap- 
proximate; however, the value of their con- 
tribution is not lessened by such admissions. 
Application of this formula in a severe case 
will at first astound the observer, for during 
the first seventy-two hours as much as 7,000 
to 8,000 cc. of plasma may be needed to pre- 
vent irreparable damage. 
Tenery“ found that about one-half of the 

total hemoconcentration occurs during the 
first six hours following a burn. This indi- 


1. Melver, M. A.: A Study in Extensive Cutaneous Burns, 
Ann. Surg. 97:67 (May) 1933. 

2. Harkins, H. N.: Recent Advances in the Study of Burns, 
Surgery 3:430 (March) 1938. 

8. Blalock, A.: Experimental Shock: The Importance of 
the Local Loss of Fluid in the Production of Low Blood 
Pressure after Burns, Arch. Surg. 22:610 (April) 1931. 

4. Moon, V. H.: Shock and Related Capillary Phenomena, 
New York, Oxford University Press, 1938. 

5. E)kinton, J. R.; Wolff, W. A., and Lee, W. E.: Plasma 
Transfusions in the Treatment of Fluid Shift in Severe 
Burns, Ann. Surg. 112:150 (July) 1940. 

6. Tenery, R. M.: Extensive Cutaneous Burns, With Spe- 
cial Reference to Blood Chemistry Changes, Surg., Gynec, 
and Obst, 72:3018 (June) 194], 
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cates the urgency of early plasma adminis- 
tration, and raises another important point 
for consideration. Hematocrit readings take 
time, and there may be some doubt as to the 
adequacy of the plasma infusion. Hemo- 
globin determinations are simple and rapid, 
but it must be assumed that a normal hemo- 
globin was present prior to the burn. Hem- 
olysis of red cells in the burned area is a 
source of error in calculating the amount of 
plasma needed. The LaMotte specific gravi- 
ty machine advocated by Scudder” saves 
much time and is much more accurate than 
either of the other methods, as it takes into 
consideration not only cellular elements but 
also the amount of protein present. A spe- 
cific gravity which continues to rise despite 
administration of fluids and plasma is indi- 
cative of further hemoconcentration and in- 
adequate therapy. 

Water loss. Coller and Maddock'*) showed 
that the normal body loses 2000 to 4000 ce. 
of water every twenty-four hours through 
insensible perspiration and urine excretion 
alone, and that the higher figure is more 
accurate with fever. McClure’ showed that 
a burned surface loses two and a half times 
as much water as normal epithelium. Thus, 
if one third of the body were burned, 500 
additional cubic centimeters of water would 
be required to make up the loss. These fig- 
ures indicate that a badly burned patient 
needs 4000 to 5000 cc. of water every 
twenty-four hours. The amount of urine 
voided is a good index of the patient’s con- 
dition, and the excretion of 1500 to 2000 cc. 
in twenty-four hours is a hopeful sign. 
Vomiting increases the fluid loss, and neces- 
sitates measuring the vomitus and replacing 
the water lost in it. 

Electrolyte changes. The consensus of 
opinion now is that the loss of chlorides is 
not as important as Davidson’ first stated. 
The administration of 500-1000 cc. of nor- 
mal saline within twenty-four hours is suffi- 
cient. 

There is a loss of sodium in a burned area, 
proven by sodium determinations of arterial 
and venous blood from the injured site. 
Potassium increases according to tissue de- 
struction at the burned site, hemolysis of 


7. Seudder, John: Blood Studies as a Guide to Therapy, 
Philadelphia, Lippincott, 1940. 


8. Coller, F. A. ant Maddock, W. G.: Waier and Electro- 
lyte Balance, Surg., Gynec. and Obst. 70:340 (Feb., no. 
2A) 1940. 

9. McClure, R .D.: Treatment of a Patient With Severe 
Burns, J. A. M. A. 113:1808 (Nov. 11) 1939. 


10. Davidson, E, C.: Tannic Acid in the Treatment of Burns, 
Surg., Gynec, and Obst, 41:202 (August) 1925, 
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red cells, and further tissue destruction from 
progressive dehydration. Early adequate 
treatment prevents changes in the electro- 
lytes of the blood. 

Tissue anoxia. Lack of capillary tone, 
hemoconcentration, and increased viscosity 
cut down blood flow. The tissues thus are 
deprived of oxygen, and they attempt to 
remedy this deficiency by further absorption 
of oxygen from hemoglobin. Arterial blood, 
as it passes through the capillaries, normally 
gives up only 40 per cent of its oxygen, leav- 
ing 60 per cent, with a tension equivalent 
to 35 mm. of mercury. In severe shock, as 
much as 80 per cent of oxygen is removed, 
leaving a tension of 14 mm. of mercury. 
This further lowering of pressure is trans- 
mitted throughout the vascular tree, creat- 
ing a vicious circle that is combatted best 
by high oxygen inhalation to reoxygenate 
the depleted hemoglobin"). 


Period of Toxicity and Infection 


If the patient survives deep shock, if an 
eschar is formed, and if. fluid replacement 
has been adequate, the most critical phase 
has been passed. However, seemingly ade- 
quately treated patients may suffer further 
complications. The following are seen most 
commonly : 

Liver damage. Decrease in liver activity 
has been noted forty-eight to seventy-two 
hours following a severe burn, leading to 
marked jaundice and death on the fifth or 
sixth day. Wolff, Elkinton, and Rhoads"? 
have reported several such cases. Postmor- 
tem examinations have revealed acute toxic 
hepatitis, degeneration, and necrosis. It is 
still undecided whether this condition is due 
to a toxin, to decomposed tissue, or to pro- 
tein decomposition products. It is known 
that some substances are absorbed from a 
burned surface, especially those of small 
molecular volume—for example, mercurials 
and sulfanilamide. The dangers of liver 
damage cannot be underestimated, and to 
augment decreased liver function large 
amounts of glucose are indicated during the 
first seven or eight days. 

Anemia follows hemoconcentration after 
adequate blood volume has been restored. 
Hemolysis of red cells in the burned area, 


11. Schnedorf, J. G. and Orr, T. G.: Beneficial Effects of 
Oxygen Therapy in Experimental Traumatic Shock, Surg., 
Gynec. and Obst. 73:79 (Feb.) 1941. 

12. Wolff, W. A., Elkinton, J. R., and Rhoads, J. E.: Liver 
Damage and Dextrose Tolerance in Severe Burns, Ann, 
Surg, 112:158 (July) 1940, 
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loss of red cells through permeable capil- 
laries, and hemolysis by infection and tox- 
icity so lower the red cell count that in the 
later stages whole blood should be used to 
regain a normal count. 


Albuminuria and oliguria may continue 
through the first phase into the second. The 
microscopic and clinical picture may be that 
of a nephrotic syndrome. Low blood pro- 
teins indicate a nutritional edema. It is im- 
perative that water and plasma balance be 
maintained throughout the first ten days, 
venoclysis being employed if insufficient 
amounts are ingested orally. Replacement 
of proteins and adequate water intake pre- 
vent edema and maintain an adequate urin- 
ary output. 

Infection. The amount of infection of the 
burned site is dependent upon the immediate 
local treatment. Davidson’s report on tannic 
acid eschar formation” served to revolu- 
tionize the treatment of burns, but too often 
with this process the surgical principles have 
been neglected. The result has been a high 
percentage of infected burned surfaces be- 
cause debridement, antisepsis, and careful 
observation of the tanned surface have not 
been employed. A further drawback of tan- 
nic acid or tannic acid and silver nitrate is 
the fact that adjacent normal protein is 
precipitated. The surrounding skin is not 
adequately prepared, and bacteria are al- 
lowed to grow from the normal skin to the 
denuded area, and to flourish under this 
protective coating until the entire site is 
infected. The eschar must then be removed 
to fight the infection. Too often the eschar 
which helped the patient to survive the first 
phase is a drawback during the second 
phase, and may result in a large amount of 
scar tissue. Aldrich" first advocated gen- 
tian violet’because of its bacteriostatic ac- 
tivity. His “triple-dye” (2 per cent gentian 
violet, 1 per cent brilliant green, 0.1 per 
cent neutral acriflavine) has now been 
shown by the British to be superior to the 
original gentian violet or tannic acid thera- 
py"). Pickrell"*) has released a preliminary 
report on the use of sulfadiazine in triethan- 
olamine which is most encouraging. This 
method has the advantage of bacteriostasis, 


13. Aldrich, R. H.: The Role of [nfections in Burns; Theory 
and Treatment With Special Reference to Gentian Violet, 
New England J. Med. 208:299 (Feb. 9) 19383. 

14. Wakeley. C. P. G.: Treatment of War Burns, Surgery 
10:207 (Aug.) 1941. 

15. Pickrell, K, L.: New Treatment for Burns, Preliminary 
Report, Bull, Johns Hopkins Hosp, 69:217 (August) 1941, 
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analgesia, and the formation of a trans- 
parent eschar'®), 

Intercurrent infections are dependent upon 
the severity of the burn and upon the ade- 
quacy of eschar formation and nursing care. 
Hypostatic pneumonia, thrombophlebitis, de- 
cubital ulcers, septicemia, and other compli- 
cations can be avoided by treating the local 
area so that frequent changes in position are 
possible and nursing care is not difficult. 
The sulfonamides given orally or parenter- 
ally have done much to cut down the mor- 
tality and morbidity from intercurrent in- 
fections. 

Treatment 


The outstanding symptom immediately fol- 
lowing a severe burn is pain. Enough mor- 
phine should be administered to allay pain 
and to prevent as much shock as possible. 
Usually there is no severe shock when the 
patient is rushed to the hospital. Upon ad- 
mission he should be taken to the operating 
room immediately, a light gas anesthetic be- 
gun, and warm blankets and hot water bot- 
tles applied to the entire body. One extremi- 
ty or portion of the trunk should be exposed 
at one time, the burned skin debrided, anti- 
sepsis effected, and a tanning solution ap- 
plied. Concurrently a continuous infusion 
should be instituted, preferably by drip, con- 
taining half plasma and half 5 per cent glu- 
cose or 5 per cent glucose and normal saline. 
A specific gravity or hemoglobin determina- 
tion should be done at once. Some form of 
cortical extract should be administered in- 
tramuscularly or in the infusion solution. 

As soon as the entire surface has thus 
been treated the patient should be moved to 
a bed which has been brought to the operat- 
ing room, the body being protected by a heat 
cradle. Care should be used to see that the 
intravenous solution continues to flow while 
the patient is being transferred to the ward. 
If possible, repeated blood pressure, hemo- 
globin and specific gravity determinations 
should be made. If the patient shows pro- 
gressive hemoconcentration, the speed of the 
drip can be increased and oxygen inhala- 
tions begun. Such a routine will prevent 
deep shock from occurring, and fluids and 
other treatment are thus administered on a 
rational basis. 

The intake and output of fluids should be 
carefully measured. A goodly part of the 
water intake may be accomplished by mouth 
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if vomiting is not present. The water, plas- 
ma, and electrolyte balance must be repeat- 
edly evaluated. A positive water balance ac- 
complished by 5 per cent glucose insures an 
adequate urinary output and guards against 
further liver damage. 

During the second phase, repeated red cell 
counts and hemoglobin determinations indi- 
cate the necessity for whole blood. If the 
plasma volume has been restored, if there is 
no further shock, and if the patient seems 
to be doing well, the continuous infusion 
may be replaced by daily or twice daily in- 
fusions of 5 per cent glucose in normal saline 
until adequate amounts can be taken by 
mouth. 

Adrenal cortical extract has been shown 
to be invaluable in the treatment of shock 
accompanying burns. It not only shortens 
the period during which protein leaks 
through the capillaries (by decreasing their 
permeability), but it also cuts down the loss 
of plasma, sodium, and chlorides, and helps 
prevent an increase in potassium. Eschatin 
5-10 ec., Cortical Extract (Upjohn) 1-2 cc., 
Cortate (Schering) 5-10 mg., or the syn- 
thetic product desoxycorticosterone acetate, 
10 mg. every four hours, is advocated. 

As the patient improves, a high protein, 
high salt diet may be administered. Fluids 
should be taken entirely by mouth. After 
ten to twelve days the eschar may be re- 
moved by saline compresses, and if the sur- 
face is clean, any necessary grafting of skin 
may be begun before too much scar tissue 
has formed and contractures begun. 


Conclusions 


1. The first phase of severe burns is one 
of shock, large amounts of plasma being 
lost through increased permeability of the 
capillaries. 

2. Infusions of plasma and glucose, aided 
by cortical extract, are vital. Laboratory 
determinations are imperative if the clin- 
ician is to know the status of his patient at 
all times. 

3. The dangers of the second phase of 
burns are largely alleviated by adequate care 
during the first phase. However, death may 
occur in this stage as a result of hepatic 
damage. Glucose in large amounts helps 
guard against this factor. 

4, Sufficient urinary output gives a good 
prognosis. 

5. There are new and important adjuncts 
in the local treatment of the burned surface, 
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THE ETIOLOGY AND MANAGEMENT 
OF UTERINE PROLAPSE 


WILLIAM S. DOSHER, M. D. 
WILMINGTON 


In discussing the etiology of uterine pro- 
lapse, it is well to consider briefly the pelvic 
anatomy. The pelvis is spanned by two 
planes of supporting tissues, one above the 
other. Each plane is attached to the pelvic 
wall practically all the way around, so that 
it forms a fibromuscular diaphragm. 

The lower plane or diaphragm lies below 
the vagina, and is composed chiefly of the 
levator ani muscle on each side and its 
fascial attachments. This is penetrated by 
openings produced by the urethra, vagina 
and rectum. The rectum and urethra are 
fairly well protected, but the vaginal open- 
ing forms the weak spot in the pelvic floor. 
Under normal conditions the vaginal open- 
ing is fairly well protected by: (a) being 
well forward and out of line of direct ab. 
dominal pressure, (b) the direction of the 
canal’s being such that intra-abdominal 
pressure tends to close the canal instead of 
opening it, and (c) the overlying fibro- 
muscular plane and the body of the uterus. 

The upper plane lies above the vaginal 
opening, and is composed of the uterine and 
vesical segments. Each segment consists of 
a viscus and its surrounding supports. The 
uterine support in the upper plane consists 
of the uterosacral ligaments posteriorly, the 
broad ligaments laterally, and the bladder 
wall and vaginal wall and connective tissue 
between them (comprising the uteropubic 
plane) anteriorly. 

It is these two planes which directly resist 
intra-abdominal pressure, but there is also 
another factor involved in maintaining 
pelvic support. That factor is the mecha- 
nism by which the pressure is deflected from 
the weak area and distributed over the sup- 
porting planes. In the normal anterior posi- 
tion of the uterus, the intra-abdominal 
pressure is received on the posterior surface 
of the uterus and distributed over a wide 
area of supporting planes. The greater the 
pressure from above the more firmly is the 
corpus pressed over the opening. As the 
corpus is pressed downward, the cervix is 
pushed backward, putting the vaginal walls 
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on the stretch, anteriorly and posteriorly, 
and approximating them. This still further 
protects against protrusion at the vaginal 
orifice. When the uterus is displaced back- 
ward, the deflecting mechanism is dis- 
arranged. The disarrangement of the de- 
flecting mechanism leads to loss of support 
sooner or later. With the pelvic floor torn 
and the uterosacral ligaments stretched so 
that the cervix descends and the corpus 
uteri goes back, the whole mechanism by 
which the intra-abdominal pressure is re- 
sisted by these two planes is disintegrated 
and the uterus and bladder and anterior rec- 
tal walls are gradually forced down. 

The time required for this descending 
process to take place varies in different 
cases. When the pelvic floor damage is slight 
and the tissues have good tone, the patient 
may go for years without any prolapse. It 
is when the tissues Jose their tone, generally 
with advancing years, that the stretching 
progresses more rapidly. Thus a patient may 
suffer considerable prolapse many years fol- 
lowing her last parturition. 

It is the loss of cervical support that con- 
stitutes the essential pathologic process. 
Prolapse occurs most often in the parous 
woman, although it is seen frequently in 
women who have never borne children. The 
usual production of prolapse may be sum- 
marized in the following diagram: 

Parturition—laceration of the pelvic floor 
—retroversion—disarrangement of the de- 
flecting mechanism—prolapse. 


Treatment 


Surgery is always required for the cure 
of prolapse. Pessaries can be used as a pal- 
liative measure for those who refuse oper- 
ation or for whom operation is not advis- 
able. There is no standard operation for the 
cure of prolapse, and many factors are to 
be considered in planning an operation. The 
objectives to be attained vary somewhat in 
different conditions. It should be stated that 
the repair of a relaxed pelvic floor is a part 
of every operation for prolapse. 

Patients to be operated on for the relief 
of prolapse of the uterus and bladder may 
be divided into two groups: those in whom 
the childbearing function is to be preserved, 
and those in whom future pregnancies are 
to be eliminated. For each group there are 
abdominal and vaginal operations. The fol- 
lowing outline taken from Crossen’s “Oper- 
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ative Gynecology’) indicates the principal 
methods of procedure in operating for pro- 
lapse of the uterus and bladder, in addition 
to repair of the relaxed pelvic floor in all 
cases. 


Anatomical Classification of Prolapse 
Operations 


I. Function of pregnancy preserved 
A. Vaginal operations 
1. Shortening of broad ligaments 
and elevation and repair of uter- 
opubic plane (“broad ligament 
plastic’’) 
2. Shortening of round ligaments 
3. Shortening of uterosacral tissues 
B. Abdominal operations 
1. Shortening of round ligaments 
2. Shortening of uterosacral tissues 
3. Elevation and repair of utero- 
pubic plane from above 


II. Future pregnancy eliminated 


A. Vaginal operations 
1. Uterus used for support 
a. Subvesical interposition of cor- 
pus uteri 
b. Amputation of corpus with 
subvesical interposition of cer- 
vix uteri 
ce. Subpubic fixation of cervix 
uteri 
2. Vagina closed (colpocleisis) 
a. Partial closure of vagina 
b. Complete closure of vagina 
3. Uterus removed 
a. Hysterectomy by preliminary 
clamping followed by ligation 
b. Hysterectomy by primary liga- 
tion 
B. Abdominal operations 
1. Fixation of uterus to abdominal 
wall 
a. Suturing of corpus uteri to 
wall 
b. Implantation of corpus uteri 
in wall 
2. Removal of uterus 
a. Supravaginal hysterectomy 
with high fixation of cervical 
stump 
b. Complete hysterectomy with 
high fixation of vaginal vault 
To this classification I should like to add 
1, Crossen and Crossen: Operatiye. Gynecology, St. Louis, 
The V. Mosby Co., 1938. 
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the vaginal hysterectomy by the clamp 
method advocated by Kennedy”). 

If the function of pregnancy is to be pre- 
served and there is no complicating abdomi- 
nal pathology, the broad ligament plastic 
operation known generally as the Manches- 
ter-Fothergill operation’, meets the require- 
ments admirably. This operation has a wide 
margin of safety. Shaw, in 2293 cases over 
a period of twenty-seven years, had but ten 
deaths, a mortality of 0.43 per cent. A 
fairly large number of women have bef 
carried through pregnancy, labor and the 
puerperium without serious complications or 
dystocia referable to the operation. In the 
childbearing period the best results are ob- 
tained when the cervix is not amputated. 
The Manchester-Fothergill operation is ap- 
plicable to all degrees of prolapse, and can 
be performed under local anesthesia. 

In cases where it is necessary to enter the 
abdomen for the correction of associated 
pathologic lesions, the prolapse can be taken 
care of by shortening the round ligaments 
and elevating the uteropubic plane by re- 
pair of the cystocele from below and sus- 
pension from above. 

When future pregnancy is to be elimi- 
nated one has a choice of vaginal or abdomi- 
nal operations and of removing or not re- 
moving the corpus uteri. In cases where 
there is no associated abdominal pathology 
there seems to be little reason for using the 
abdominal operation, as one can accomplish 
all that is desired by the vaginal operation, 
which has a much wider margin of safety. 

In elderly women, where the function of 
the vagina need no longer be considered, the 
LeFort or vaginal closure operation" is the 
simplest and safest that the surgeon can 
choose. The results are good in almost 96 
per cent of the cases; the mortality is negli- 
gible, and the operation can be done under 
local anesthesia. 

Vaginal hysterectomy by the suture 
method is an old procedure for the cure of 
prolapse, but in some instances it shortens 
the vagina to the extent that it is no longer 
functional. Technically, the operation may 
be quite difficult. 

Vaginal hysterectomy by the clamp method 


2», Kennedy, J. W.: Vaginal Hysterectomy, Clamp Method, 
for Uterine Prolapse, Am. J. Surg. 33:428 (Sept.) 1936. 
’ ¥. Gordon, Charles A.: Treatment of Prolapse of the Uterus 
by the Manchester-Fothergill Operation, Am. J. Surg. 33: 
464 (Sept.) 1936. 
.4 Adair, Fred L. and DaSef, Laura: LeFort Operation 
for Uterine Prolapse, Am. J. Surg. 33:459 (Sept.) 1936. 
5. Heaney, N. Sproat: Vaginal Hysterectomy in the Cure 
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of Kennedy’, on the other hand, has a great 
deal to recommend it as one of the pro- 
cedures of choice in the cure of prolapse. This 
operation has as its underlying principle the 
shortening of the uterine supports by re- 
traction of the cut ligaments. The vaginal 
canal is lengthened instead of being short- 
ened. This operation can be performed in 
one fourth the time required for the suture 
method, and it has the lowest mortality of 
any major operative procedure. It is amaz- 
ing how well these patients get along post- 
operatively as compared to patients who 
have had a hysterectomy through the ab- 
dominal route. 

When abdominal pathology requires open- 
ing the abdomen, the prolapse can be 
remedied from above. The uterus, the cervix, 
or even the vaginal wall, if it is long enough. 
can be sutured directly to the abdominal 
wall. At times, these procedures are indi- 
cated, but they are not as safe as operations 
from below and they do not correct the un- 
derlying pathology. The interposition oper- 
ation of Watkins is a useful procedure, but 
has the disadvantage of making future treat- 
ments of pathology of the corpus difficult. 
This operation is most useful where the pro- 
lapse is moderate and the cystocele is a 
prominent part of the picture. 


Summary 


In the last analysis, the surgeon should 
choose an operation with which he is fa- 
miliar and one that has produced good re- 
sults in his hands. If I have appeared to 
promote the broad ligament shortening oper- 
ation of Manchester’ and the hysterectomy 
by the clamp method as advocated by Ken- 
nedy'?’, it is only because I have been greatly 
impressed with advantages of these pro- 
cedures in my gynecologic training. I do 
feel that they will aid the gynecologist great- 
ly in the management of uterine prolapse. 


Abstract of Discussion 


Dr. John Burwell (Greensboro): Dr. Dosher’s 
paper leaves little for discussion. I want to com- 
pliment him on his concise and comprehensive cov- 
erage of this subject. 

While Dr. Dosher stressed the role of parity and 
senility in the etiology of prolapse, I believe that 
it is proper to bring out the fact that in nulliparous 
women prolapse may be due to neoplasms and in- 
fections. These factors, of course, bring added diffi- 
culties to the procedure of vaginal hysterectomy. 

Many of us are prone to ignore or minimize the 
discomforts of uterine malpositions. These women 
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frequently suffer almost constant nagging pain, and 
they certainly deserve consideration on the part of 
the gynecologist. While many of them may re- 
ceive temporary relief with the Smith-Hodge or 
doughnut pessary, surgery usually furnishes the 
only permanent relief. 


Dr. W. A. Graham (Durham): I want to thank 
Dr. Dosher for this excellent paper and the clarity 
with which he presented it. 

The incidence of prolapse of the uterus, irre- 
spective of degree, is less in the present generation 
than in the past. This may be due to the better 
care women receive during pregnancy and labor. 
The condition is still not an uncommon occurrence, 
however. 

In regard to the etiology,I agree with Dr. Dosher 
that the pelvic floor is most important. Prolapse 
is the giving-way of the parametric ligaments. This 
was proven in studies made on cadavers. 

There are three operations for prolapse which I 
advocate. I feel that every case should be treated, 
according to the skill of the particular operator and 
the age of the patient, by one of these three 
methods. 

The first is Manchester’s parametric fixation. It 
is chiefly applicable to women in the childbearing 
period. In women past the menopause, in condi- 
tion satisfactory for surgical operation, perhaps the 
total hysterectomy by the vaginal route is the 
operation of choice. In patients who are poor oper- 
ative risks, the LeFort operation is really the most 
satisfactory. 


Dr. Dosher: The Manchester-Fothergill operation, 
the clamp method of Kennedy, and the LeFort 
method are three procedures that we have to offer 
the patient with prolapse that we didn’t have a 
few years ago. It is surprising how little ap- 
preciated and how infrequently done is the Man- 
chester operation or the LeFort procedure. 


The Significance of Posture in Abdominal Lesions. 
—If the patient lies on either side there is no 
peritonitis. If she lies with her right thigh flexed, 
she may have phlebitis, but she is more apt to have 
appendicitis. This position does not relieve the pain 
of adnexitis, or of urinary tract lesions. It is, there- 
fore, of real diagnostic value. In perforation of a 
viscus the patient lies immobile, stiff as a mummy. 
In ruptured ectopic, she is restless, tossing from 
side to side, begging for water. In streptococcic 
cellulitis, she is bright, flushed, and talkative. Her 
euphoria may confuse the unwary.—William J. Car- 
rington: Differential Diagnosis of Acute Lower Ab- 
dominal Lesions in the Female, J. M. Soc. New 
Jersey 38:504. (Sept.) 1941. 


The Doctor’s Responsibility for Children — There 
are social responsibilities that it is imperative to 
recognize in connection with children. Some have 
competent but many have incompetent parents. The 
doctor certainly has responsibility in this field. In 
the first place, he brings the child into the world. 
He treats the various ills to which children are pe- 
culiarly susceptible, and, in matters of nutrition and 
growth, he takes the initiative and leadership, fre- 
quently being obliged to hold parents to their task. 
In the field of immunization the individual doctor 
has not taken so much initiative as might be desired. 
—A. Warren Stearns: The Role of the Physician in 
a Competitive Society—New England J. Med. 224: 
885 (May 22) 1941, 
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THE USE AND EVALUATION OF 
ANESTHESIA BY “FREEZING” FOR 
SURGERY OF THE EXTREMITIES 

IN DIABETIC PATIENTS 


A Case Report 
H. MAX SCHIEBEL, M. D. 
DURHAM 


Much has been said in recent years about 
types of surgery to be used in patients suffer- 
ing from diabetes mellitus. McKittrick” has 
given us excellent reviews of indications 
for radical and conservative operative pro- 
cedures. All too often, however, we have 
given little or no thought to the type of 
anesthesia to be used. Local anesthesia in 
grossly or potentially infected areas in which 
the blood supply is reduced because of pre- 
senile arteriosclerosis is more than danger- 
ous. Ether gravely increases the morbidity 
in diabetic surgery. Cyclopropane, ethylene 
and nitrous oxide and oxygen have been our 
mainstays for anesthesias of short duration 
or for lesions .about the chest, head, neck 
and upper extremities, while spinal anes- 
thesia has been generally used in amputa- 
tions or major surgical procedures of the 
abdomen and lower extremities. 

During the past few years, a;new addition 
has been made to our choice of procedures 
by Bancroft’, Allen“) and others" which is 
applicable to all types of surgery of the ex- 
tremities. This has been popularly called the 
“freezing”? method of anesthesia. 

When I first heard of freezing. extremities 
for amputation and other procedures, I im- 
mediately recalled patients biting their lips 
in pain while someone lanced an abscess of 
the hand, finger, or axilla, using an ethyl 
chloride spray. Certainly that has little or 
no real anesthetic value. The procedure: I 
wish to describe, however, is the use of 
ordinary ice in the form of an ice pack, which 
is applied as follows: A light tourniquet is 
placed about the leg several inches above 
the desired point of amputation, and the leg 
is then placed on a sheet filled with crushed 
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ice and wrapped so that there is a layer of 
ice about one to one and a half inches thick 
all over the leg and foot. This remains in 
place for one to one and a quarter hours. 
The patient is then taken to the operating 
room. The ice is removed and the leg im- 
mediately cleansed in the usual way. The 
amputation is performed in the usual man- 
ner. 

Several variations of the procedure of ap- 
plication have been used. Patients able to 
sit up may insert the extremity into a vessel 
of cracked ice. Ice bags of very thin rubber 
have been used. Recently a machine has 
been devised to fit over the extremity and 
reduce the temperature to any desired level. 
A longer application of the ice may be neces- 
sary to produce anesthesia in large, obese 
limbs. 

The advantages of this method in selected 
cases are threefold: 

1. Infection is diminished. 

2. Anesthetic shock is eliminated. 

3. Postoperative pulmonary complica- 

tions are decreased. 
Infection is diminished. 

We have long known that bacteria are 
probably more sensitive to changes in tem- 
perature than to any other physical agent 
attacking them. While heat accelerates their 
growth before reaching the point of inhibi- 
tion and death, cold produces a gradual ces- 
sation of growth before reaching the point 
of inhibition and death. I do not believe 
the temperature in the extremities can be 
lowered sufficiently by this means to produce 
death of the bacteria, but it can bring 
about inhibition of growth without cellular 
changes. This is in accordance with observa- 
tions made by Temple Fay) and others in 
their experimental reduction of body tem- 
peratures for the control of pain. They noted 
some destruction of cancer cells at temper- 
atures which did no permanent damage to 
normal cells and also observed several times 
that some infections seemed definitely at- 
tenuated after the so-called “‘freezing’’. 
Anesthetic shock is eliminated. 

Although the majority of patients we see 
are able to withstand easily a small amount 
of spinal anesthesia, there is no doubt that 
severe shock is sometimes produced in elder- 
ly patients. With or without this state of 
shock, the marked reduction of blood 
5. Fay, T.: Observations on Prolonged Human Refrigera- 
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pressure and concomitant blood flow through 
the liver already damaged by the fatty in- 
filtration associated with diabetes may bring 
about a hepatorenal syndrome producing 
death. With shock urinary output falls and 
diabetes is more difficult to control. 


Postoperative pulmonary complications are 
decreased. 

Since there is no change in the depth of 
respiration such as is produced by spinal 
anesthesia, and also since there is no irri- 
tating substance to be inhaled, postoperative 
pulmonary conditions such as _ atelectasis, 
pneumonia and infarcts are uncommon. 

With the use of the “freezing” method of 
anesthesia, healing takes place quite normal- 
ly. Bancroft states that where profuse 
drainage and positive cultures seem to indi- 
cate definite infection in the stump, this in- 
fection can be lessened by repacking the 
stump in ice. This statement does not ap- 
pear to be rational, but other investigators 
have borne out these observations’. Many 
surgeons use catgut sutures and ligatures 
throughout, and always insert drains. Cal- 
lander?’ and others have shown that this 
practice always increases the tendency 
toward infection. ‘They have advised short 
flap or no flap amputations, with the use of 
fine silk sutures and no drains. The oblitera- 
tion of any dead space by careful closure, 
combined with a minimum of trauma to the 
tissues, will do much to prevent infection. 


Case Report 


The following case report will serve to 
illustrate the procedure. T. C., a colored 
male aged 75, was admitted to Lincoln Hos- 
pital on December 17, 1941, with a partial 
gangrene of the left foot. He had been a 
known diabetic for six years, and six months 
before admission he had a blood sugar of 
410 mg. per 100 cc. On several occasions, 
both acetone and diacetic acid had been 
found in the urine. 

Two weeks before admission, he developed 
soreness of the left foot, and was unable to 
bear weight upon it. He soon noticed a dis- 
coloration of the great toe which rapidly 
spread to the second and third toes, and, 
three days before admission, to the anterior 
third of the foot. : 
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On physical examination the patient was 
found to be drowsy and disorientated. His 
temperature was 100.4 F., pulse 100, respira- 
tions 24, and blood pressure 160 systolic, 100 
diastolic. The general physical findings were 
negative except for generalized arteriosclero- 
sis and a clear cut, moist, foul-smelling gan- 
grene of the distal third of the foot. The 
dorsalis pedis, posterior tibial and popliteal 
pulsations could not be felt. The urine 
showed a 4 plus reaction for sugar, and di- 
acetic and acetone tests were positive. The 
blood sugar was 660 mg. per 100 ce. 

A diagnosis of (1) impending diabetic 
coma and (2) gangrene of ‘the left foot and 
toes was made. 

After three days of preoperative prepara- 
tion the patient was alert, the urine was 
negative except for a 2 plus reaction for 
sugar, and the blood sugar was 160 mg. per 
100 ce. 

Operative preparation and procedure: At 
5 and 6 a. m., the patient was given 1! 
grains of nembutal. At 6:15 a tourniquet 
was placed about the mid-thigh fairly loose- 
ly. Immediately the leg below the tourniquet 
was packed in cracked ice and wrapped in 
a sheet. The patient complained for about 
five minutes that his leg was cold, and then 
fell asleep. At 7:15 a.m. he was moved to 
the operating room, and at 7:30 the ice was 
removed and the leg was cleansed with 
iodine and alcohol and draped. A very short 
flap amputation was performed about four 
inches above the knee. There was profuse 
bleeding throughout, indicating that the 
tourniquet was not very tight. There was an 
exclamation from the patient when the 
sciatic nerve was clamped and cut. The 
periosteum was removed from the end of 
the bone and the endosteum curetted away. 
The nerve was injected with absolute alcohol 
and was ligated. All bleeding points were 
ligated with fine black silk. The fascia was 
closed with closely placed interrupted single 
medium black silk sutures. and the skin was 
closed with interrupted fine black silk su- 
tures. No drains were used. A dressing was 
applied, and the patient was returned to the 
ward in good condition. During the opera- 
tion, there was no change in the blood 
pressure and there was a gradual increase 
of ten beats per minute in the pulse rate. 

Postoperative Course: Within two hours 
after the operation, the patient was sitting 
up in bed, but was drowsy. That evening he 
did not recall being operated upon. The 


May, 1942 ANESTHESIA BY “FREEZING”—SCHIEBEL 229 


highest postoperative temperature was 99.2 
F., on the fourth day. The sutures were re- 
moved on the seventh day, and the patient 
was discharged on the eighth day, the wound 
completely healed (fig. 1). 


Comments 


Some explanation of the incorrectly ap- 
plied term “freezing” should be given. There 
is actually no freezing of the tissues. The 
temperature is merely lowered considerably. 
There is at all times a film of water directly 
in contact with the leg. Since it requires the 
removal of about 80 calories per cubic centi- 
meter to change water at 0C. to ice, there 
is no danger of any freezing as long as the 
water remains on the leg. In _ sub-zero 
climates it is well known that the applica- 
tion of pure snow to the face will prevent 
freezing, whereas the dry wind will rapidly 
create a severe frostbite of the skin and 
deeper tissues. In actual freezing, minute 
icicles form and puncture the cell walls and 
the blood vessels are ruptured. In this type 
of temperature lowering, no damage is done 
to the tissues. It is probable that a cessation 
of cellular activity takes place, just as in- 
halation and spinal anesthesias produce an 
inhibition of activity in certain groups of 
cells'®), 

One might ask why the patient does not 
develop symptoms of exposure to cold. These 
symptoms have not been observed with any 
patients, possibly because the tourniquet is 
just tight enough to restrict venous return, 
but not tight enough to interfere with arte- 
rial inflow. This prevents the chilled blood 
from returning to the remainder of the body. 

' Many writers in recent years have em- 
phasized the possible harmful effects of 
tourniquets to the healing of the skin flaps 
and deeper tissues. I have been a subscriber 
to this belief. Allen has said, however, that 
the rules about tourniquets are abolished by 
the use of cold. It is probable that the re- 
duction in cellular activity prevents forma- 
tion of waste products and reduces the need 
for oxygen and other products of blood. 

In large groups of clinic patients the mor- 
tality rates have been lowered more than 
100 per cent by the shift from spinal anes- 
thesia to the freezing method. 


8. (a) Smith, L. W. and Fay, T.: Observations on Human 
Beings with Cancer, Maintained at Reduced Temper- 
atures of from 75° to 90° Fahrenheit, Am. J. Clin. 
Path. 16:87-94 (Jan.) 1940. 

(b) Brooks, B. and Duncan: Influence of Temperature 

on Wounds, Ann, Surg. 114:3069 (Dec,) 1941, 


Fig. 1 Wound healing fourteen days after oper- 
ation. 


Summary 


1. A method of “freezing’’ extremities for 
amputation or other operative pro- 
cedures is presented. 

2. The physiology involved is discussed. 

3. A case in which this anesthesia was 
used successfully is presented. 


Conclusions 


A new type of anesthesia for surgery of 
the extremities which is simple in applica- 
tion, safe in use, and highly successful, has 
been added to our armamentarium. 


Sugar in the Urine.—Persons with sugar in their 
urines run many hazards. The first is that of being 
diagnosed a diabetic when the disease is nonexistent. 
Approximately one seventh of all the patients we 
have seen with sugar in the urine were thought by 
us not to have had diabetes at the first visit. One 
must not be careless with this group. Such patients 
should have their urines examined every three 
months for life, warned against overweight and 
cautioned to report to their physicians if any un- 
usual symptoms orcur.—Elliot P. Joslin: Diabetic 
Hazards, New England J. Med. 224:589 (April 3) 
1941. 


Too-Early Specialization. —There is a tendency 
today, I believe, to require specialism altogether 
too early and to leave out of the equipment of tne 
medical man what were known in the old days as 
the humanities. Although the field of medicine has 
developed almost unbelievably, there are still, how- 
ever, other things in life which make life worth 
living and to which the medical man should not be 
inattentive—-Winfred Overholser: The Broadening 
— of Medicine, Science 90: 2338 (Oct. 2%) 
19 
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A REVIEW OF SOME RECENT AD- 
VANCES IN THE STUDY OF FACTORS 
IN HEMOLYTIC REACTIONS; THE Rh 

PROPERTY OF ERYTHROCYTES 


H. D. BRUNER, M. D., Ph. D. 
CHAPEL HILL 


Landsteiner’s demonstration in 1900-1901 
of the isoagglutinogen-isoagglutinin group 
properties of human blood is the foundation 
of present-day technique of blood trans- 
fusions. Accurate grouping plus the cross- 
matching technique has made comparatively 
infrequent the syndrome observed when an 
incompatible blood has been transfused'!:?:*). 

The first sign of the “reaction”, a chill, 
usually begins within an hour; the chill is 
followed shortly by fever, sharp pains, circu- 
latory disturbances and dyspnea. These im- 
mediate signs are ascribable to the plugging 
of small blood vessels by emboli consisting 
of the agglutinated erythrocytes. Twelve to 
twenty-four hours later agglutination em- 
boli usually decrease and the effects of lysis 
become evident. The agglutinated emboli 
appear to undergo cytolysis and the cell con- 
tents and constituents are liberated into the 
blood stream. This sequence accounts for 
the blood pigment which appears in the 
plasma and urine, and for the positive direct 
van den Bergh test on the serum. The de- 
velopment of oliguria or anuria indicates a 
grave prognosis, for about one-half of the 
patients with anuria do not recover™'. Al- 
though necropsy sections of the kidney show 
degenerative changes of the tubular epitheli- 
um and brownish pigment casts in the col- 
lecting tubules, the suppression of urine can- 
not be explained on the basis of a purely 
physical obstruction to kidney drainage. De 
Navasquez’ experiments”! have forced a re- 
consideration of the older precipitation- 
urinary pH theory. Pincoffs and Peters 
have in preparation a case report of post- 
transfusion anuria of long standing which 
was terminated within two hours after 
splanchnic nerve-block. A report by Daniels 
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and others‘ emphasizes the rather exten- 
sive interstitial edema of the kidney, a con- 
dition which could explain the anuria. 
Further, the ready excretion of blood pig- 
ment in “march” hemoglobinuria”, parox- 
ysmal hemoglobinuria, blackwater fever and 
other types of hemoglobinuria speaks against 
the perhaps too attractive precipitation- 
blockage theory. It is recognized, however, 
that factors other than the absolute quantity 
of injected blood contribute to the severity 
of the reaction. 

Severe hemolytic reactions can hardly be 
mistaken, but the variably manifested milder 
forms of reaction may be confused or may 
go unrecognized. Any compilation of the fre- 
quency of reactions is necessarily somewhat 
arbitrary and the data are not, therefore, 
strictly comparable. A collection of data 
from some recent reports'*’ is presented in 
table 1 and provides a basis for appraisal of 
the present status of immunologic and tech- 
nical knowledge. 

The frequency of mild and moderate re- 
actions is probably not precisely that indi- 
cated, arid’ some allowance must be made 
for the inaccuracies incidental to clinical 
tabulations. On the one hand, the patient’s 
condition may be such as to mask a mild 
hemolytic reaction, or the hemolytic reaction 
may proceed at an intensity level too low to 
produce evident signs, even though the 
transfused cells ‘can be demonstrated to have 
disappeared from the recipient’s blood: 


On the other hand, chill and fever alone may 
6. Daniels, W. B.; Leonard, B. W., and Holtzman, §S.: 
Renal Insufficiency Following Transfusion; Report of 
Thirteen: Cases, J. A. M. A. 116:1208-1215 (March 22) 1941. 
7. Gilligan, D. R.. and Blumgart, H. L.: March Hemo- 
globintria; Studies of the Clinical Characteristics, Blood 
Metabolism and Mechanism: With Observations on Three 
New Cases and Review of the Literature, Medicine 3806: 
341-395. (Sept.) 1941. 
&. (a) Lundy, J. S.: Tuohy, E. B.; Adams, R. C.; Mousel, 
H.. and Seldon, TY. H.: Annual Report for 1939 
of the Section on Anesthesia: Including Data on 
Blood A’ransfusion and a Review of Anesthetic Agents 
‘and Methods From. to 1939 Inclusive, Proc. 
Staff Meet., Mayo Clin, 15:241-254 (April 17) 1940. 
(b) Lundy, J. S.; Tuohy, E. B.; Adams, R. C.; Mousel. 
L. H., and Seldon, T. H.: Annual Report for 1940 
of the Section on Anesthesia: Including Data on 
Blood Transfusion and’ Graduate Training, Proc. Staff 
Meet., Mayo Clin. 16:241-256 (April 16) 1941, 
(ce) Shamov, V. N.: Question of Universal Blood Donor. 
Vrach. delo 22:403-409, 1941; abstracted, 
Mi (Aug. 9) 1941, 
(ay? Giinskiy, A. N.: Transfusion of Cold Conserved 
Blood, Novy khir. Arkhiy 46:151-156, 1940; abstracted, 
Ay (Oct. 12) 1040. 
¢e) Jewesbury, .: Reactions After Transfusion 
of Stored Blood, “rit, M. J. 1:663-665 (May 38) 1941. 
(f) Wiener, A. S.; Oremland, B. H.: Hyman, M. A.. and 
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Am. J. Clin. Path. 11:102-121 (Feb.) 1941. 
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TABLE I 


A Collection of Data From Some Reports on 
Frequency of Transfusion Reactions. 


Moderate 
Minimal to Severe Total 
Cases Reaction* Reaction Per 
Author Reported Per Cent Per Cent Cent 
Lundy, et al.(8@) 
1933 841 — — 14 
.1937 2,805 6.2 3.5 9.7 
1938 8,295 5.2 4.0 9.2 
1939 3,723 7.6 1.7 9.3 
1940(8b) 3,678 6.8 0.8 7.6 
Shamov'*) 
Grouped Blood 1,148 30.7 10.0 40.7 
Universal Donor 688 yy 13.0 35.1 
Glinskiy(84) 
Injected Cold 
(10°-12° C) 214 — — 26.1 
Injected Warm 1,400 — — 38.0 
Jewesbury(8e) 
Stored Blood 
(Av. Age 
10.8 days) 389 11.3 8.5 19.8 
Wiener, et 
1936-37 1,209 — — 1.9 
1938 976 2.2 
1939 1,213 — — 2.9 


*It is not certain that the minimal reactions (consisting of a 
rise of temperature only) can be classed as true hemolytic 
reactions (8a). 

result from non-specific causes such as dis- 

integrated cells, anticoagulants, improperly 

cleansed tubing, or “pyrogenic” contamina- 
tion of blood. The latter two non-specific 
sources of reaction may be eliminated by 
technical care?” 1". Wiener! has reported 
a sharp drop in the frequency of all reac- 
tions (from 12.3 per cent to 3.8 per cent) 
upon institution of improved technique. Non- 
specific reactions, except for insulting the 
body, do not defeat the purpose of the trans- 
fusion. Thus, a chill and fever is not evi- 
dence of the destruction of the donor’s cells 
in the recipient’s circulation). 
Refrigerated blood'**” does not 
cause a higher incidence of reactions. Re- 
frigerated blood, if kept more than six to 
eight days, however, does not remain in the 
recipient’s circulation as long as blood stored 
for shorter periods! /2). In addition to the 
exposure to foreign surfaces and foreign 
media, the cells of stored blood continue to 
age and the proportion of effete cells in- 
creases"*: Whole blood kept longer not 
only fails to accomplish fully the intended 


10. Walter, C. W.: Symposium on Fluid and Electrolyte 
Needs of the Surgical Patient; Relation of Proper Prepa- 
ration of Solutions for Intravenous Therapy to Febrile 
Reactions. Ann. Surg. 112:608-617 (Oct.) 1940. 

11. Ehrlich, J. W.: Practical Operation of Preserved B!ood 
and Pooled Plasma Program in the Surburban Hospita), 
New York State J. Med. 41:1737-1748 (Sept. 1) 1941. 

12. Hoxworth, P., and Skinner, C.: Improvement in Blood 

Transfusion Service; II. Establishment and Operation of 
Blood Transfusion Service, Arch. Surg, 42;480-497 


(March) 941, 
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purpose, but taxes further the recipient’s re- 
cuperative ability. 

The practical importance of mild to 
moderate specific agglutination-hemolysis 
reactions may be emphasized by this find- 
ing: In an occasional case, the erythrocytes 
and hemoglobin first increase to the levels 
expected from the volume of blood trans- 
fused; then, in the course of a few hours or 
days they decrease, not to pretransfusion 
levels, but to levels lower than before'!®:!6'”, 

Even when the bloods of the recipient and 
donor have been accurately grouped and the 
usual cross-matching procedure indicates 
compatibility, it still is possible for specific 
hemolytic reactions to occur. Reactions de- 
veloping under these conditions are for the 
most part intragroup reactions, so termed 
because the donor and recipient belong to 
the same group". Also, agglutination may 
occur when the agglutinogen subgroup A, 
is transfused into the presence of the anti- 
A; ‘agglutinin; Wiener’ has reported two 
instances of reactions where subgroup A, 
acted as an antigen in subgroup A» indi- 
viduals. 

It is known that erythrocytes, irrespective 
of and in addition to the group characters, 
possess inherited antigenic characteristics 
which permit separation of bloods into types 
designated as M, N, MN, or P. Theoretically 
the injection of type M cells into a person 
of the same group but of a different type 
should induce the production of anti-M iso- 
agglutinins; these isoagglutinins would in- 
duce the destruction of type M cells (same 
group) subsequently injected. Fortunately, 
the M, N, MN, or P characiers, although 
antigenic in animals, have practically no 


antigenic activity in humans. Wiener 
reports that in his experience reactions 


13. Wiener, A. S., and Schaeffer, G.: Limitations in the Use 
of Preserved Blood for Transfusion; A Study of the 
Fate of Transfused Erythrocytes in the Recipient's Cir- 
culation, M. Clin. North America 24:705-722 (May) 1940, 

14. Belk, W. P.. and Barnes, B. C.: Survival Time after 
Transfusion of Erythrocytes of Citrated Human Blood 
Stored at 4° to 6° C., Am. J, M. Se, 201;:838-841 (June) 
1941. 

15. Scott, J. E.. and Conant, J. S.: Successful Transfusions 
Following a Previous Hemolytic Transfusion Reaction 
Due to Rh and Anti-Rh Factors, Am. J. Clin. Path. 11: 
536-541 (June) 1941, 

16. Wiener, A. S.. and Peters, H. R.: Hemolytic Reactions 
Following Transfusions of Blood of the Homologous 
Group with Three Cases in Which the Same Agglutin- 
ogen Was Responsible, Ann. Int. Med. 13:2306-2322 (June) 
1940, 

17. Wiener, A. S.: Hemolytic Reactions Following Trans- 
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Observations on the Role of Property Rh, Particularly 
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82:227-250 (Aug.) 194). 
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taining Four Distinct Isoagglutinins, Proc. Soc, Exper, 
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have been traced to the recipient’s having 
been previously sensitized to factors M (4 
cases) and P (1 case) and group 0 (1 case). 

Another recently discovered human eryth- 
rocyte type character’, the Rh (so called 
because rhesus monkey blood was the origi- 
nal source of the antigen) possesses definite 
antigenic activity in humans in contrast to 
the iypes M, N, MN, or P. The detection of 
the Rh factor has been hindered by two 
peculiarities"* (1) The absence of, or 
irregular production of, isoantibodies to the 
factor in the usual laboratory animal, the 
rabbit; (2) the fact that the reaction be- 
tween Rh-positive erythrocytes and human 
serum containing anti-Rh isoagglutinins 
takes place most favorably at low temper- 
atures, or must be forced by a centrifuge 
technique. In spite of these in vitro pecu- 
liarities, the activity of in vivo agglutina- 
tion-hemolysis is real. 

Landsteiner and Wiener” have carried 
out a study of the frequency distribution of 
the Rh character in the blood of the general 
population. They report that the erythro- 
cytes of 84.6 per cent of 472 white persons 
carried the Rh character, or were Rh-posi- 
tive, and 15.4 per cent lacked the Rh 
character, or were Rh-negative.. They report 
no apparent relation between the distribu- 
tion of the Rh character and sex or the four 
blood groups; however, until larger samples 
are taken the conclusions may not be re- 
garded as final. The 128 Negroes examined 
showed a significantly higher percentage of 
Rh-positive individuals (91 per cent). Ex- 
amination of the Rh characterization of 60 
families indicates that the character is 
transmitted as a simple dominant character- 
istic and is not sex linked. The observed dis- 
tribution of the Rh character in the chil- 
dren of the families agrees essentially with 
calculations of the frequency to be expected 
on the basis of the parental 84.6-15.4 distri- 
bution. 

Prior to 1939 about a dozen intragroup re- 
actions had been reported, and it is likely 
that the Rh-factor was responsible for a 
part of these cases'*, The remaining re- 
sponsible isoagglutinins may be classified as 


“atypical” or “irregular”, terms synonymous 
19. Landsteiner, K., and Wiener, A. S.: An Agglutinable 
Factor in Human Blood Recognized by Immune Sera for 
Rhesus Blood, Proc. Soc. Exper. Biol. and Med. 43:228 


(Jan.) 1940. 
20. Landsteiner, K., and Wiener, A. §S.: Studies on Agglu- 
tinogen (Rh) in Human Blood Reacting with Anti-Rhesus 


Sera and with Human Isoantibodies, J. Exper, Med, 74; 
309-820 (Oct.) 1941, 
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with ‘‘rare and unidentified’. In the very 
short time since identification of the Rh 
character, at least 15 cases of intragroup 
reactions have. been reported in which the 
agglutination could be traced definitely to 
the Rh character‘'*’. The sequence of events 
as described by Wiener” briefly is: An Rh- 
negative person is transfused with Rh-posi- 
tive blood and there is no detectable effect 
although an anti-Rh titer is being developed. 
If a subsequent transfusion of Rh-positive 
blood is given, a hemolytic reaction is likely 
to occur. As with intergroup reactions, the 
severity appears to depend primarily upon 
the isoagglutinin titer of the recipient’s 
plasma, the quantity of antigenic materials 
transfused, and the unpredictable capacity 
of the body to handle the reaction products. 

Assuming that one person out of seven is 
Rh-negative and that the Rh characteriza- 
tion of neither donor nor recipient is known, 
the chances are 6 in 49 that the cells of a 
group-compatible donor would sensitize the 
recipient. If a recipient of such a random 
transfusion again is transfused after four 
to seven or more days, the theoretical chances 
of agglutination of the donated cells would 
be 36 in 343. Upon a third transfusion, the 
odds in. favor of transfusing antigenic cells 
would increase slightly. If, however, the re- 
cipient is known to have an anti-Rh titer, 
the chances are always 6 in 7 that the cells 
of a donor chosen at random, but of the 
same group, would be antigenic. Although 
84.6 per cent of the population are Rh-posi- 
tive and are not capable of being sensitized, 
the remainder must be considered. 

Since the frequency of reactions from all 
sources'***" is in practice less than the fre- 
quency expected from this single source, it 
is logical to suspect a bias. Possible explana- 
tions are: Variable Rh. antigenic potency, 
variable capacity to produce the Rh _ iso- 
agglutinin, and variations in specificity of 
the Rh factor''*:'*-?°-?", In addition, a period 
of time is required for development of 
the Rh isoagglutinin titer, and the agglutin- 
ins tend to decrease and disappear with 
time'?.!6.21) Jt ig also suggested that some 
reactions written off as mild or moderate 
“non-specific’’ reactions may be ascribed to 
this specific source.. 

There is yet another source by which an 
Rh-negative person may be sensitized to the 
21. Levine, P.; Vogel, P.; Katzin, E. M., and Burnham, L.: 


Pathogenesis of Erythroblastosis Fetalis: Statistical Evi- 
dence, Science 94:871-872 (Oct, 17) 1041, 
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Rh factor: An Rh-negative woman carrying 
in utero an Rh-positive fetus may develop 
an anti-Rh isoagglutinin titer sufficiently 
high to give an intragroup specific reaction 
at the first transfusion‘'®:17:22.°3.24),) and ap- 
parently other not identified agglutinogens 
possess the same capacity to cause isoimmu- 
nization(2). On the basis of the 84.6 per cent 
Rh-positive and 15.4 per cent Rh-negative 
distribution given by Landsteiner and Wie- 
ner, the frequency of occurrence in all 
pregnancies of an Rh-positive fetus in an 
Rh-negative mother is calculated to be 7.92 
per cent or 1 in 12.6'°° 

If the sensitized mother is transfused with 


blood of the same group but not distin- 


guished as to Rh character, the theoretical 
chances of a reaction are approximately 6 
in 7 and would be the same for each subse- 


quent transfusion. Here, also, it appears 
that the theoretical exceeds the actual clini- 


cal frequency. Because of the relatively high 


chances of occurrence of an Rh-positive 
fetus in an Rh-negative woman, and because 


the degree of sensitization can not be pre- 
dicted, Wiener"”, as a precautionary 
measure, now routinely employs only Rh- 
negative blood of the same group for post- 
partum transfusions. If Rh-negative blood 
is not available, donors of compatible blood 
are selected on the basis of direct cross- 
matches at refrigerator, room, and body 
temperatures, using the sensitive centrifuge 
technique. 

This peculiar relationship between mother 
and child has taken on remarkable signifi- 
cance. Levine and co-workers!) have pre- 
sented compelling statistical evidence that 
erythroblastosis fetalis (and its variants) 
develop from this antagonistic association. 
The extensive extramedullary erythropoiesis 


22, Levine, P., and Katzin, E. M.: Isoimmunization in Preg- 
naney and the Varieties of [soagglutininy Observed, Proc. 
Soc. Exper. Biol. and Med. 45:343-346 (Oct.) 1940. 


23. Levine, P.; Katzin, E. M., and Burnham, L.: Atypical 
Warm Isoagglutinins, Proc. Soc. Exper. Biol. and Med. 
45 3346-348 (Oct.) 1940, 


24. Levine, P.; Katzin, E. M.. and Burnham, L.:  [soim- 
munization in Pregnancy; Its Possible Bearing on the 


Etiology of Erythroblastosis Foetalis, J. A. M. A. 116: 
825-827 (March 1) 1941. 


25. The calculation is based on the assump- 
tion of simple dominant genic transmission and 
would result from the mating: Rhrh or RhRh 
(Rh-positive father) X rhrh_ (Rh-negative 
mother). The chance frequency of such a 
mating would be 84.6 x 15.4 in 1002 or 13.03 
per cent. The chance occurrence of Rh-posi- 
tive children would be 60.8 per cent of 13.03 
per cent(26), 
26, Copeland, D, E.: Personal Communication, 
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as well as the jaundice®” fit well with the 
concept of hemolysis of the Rh-positive fetal 
blood by the anti-Rh antibodies produced by 
the mother. A transfusion into the mother 
would require Rh-negative blood, especially 
if the child has a hematologic anomaly or 
if there has been a complication of preg- 
nancy’). The father’s blood is likely to be 
unsuitable, for it probably is Rh-positive. 
Although the intimate details of the effect 
have not been worked out, there can be no 
doubt of the immunological relationship and 
the end results. 

Levine and co-workers*:**:**) have called 
attention to the frequency of complications 
of pregnancy in cases where the above im- 
munological relationship exists. Among the 
types of mishaps noted are toxic symptoms, 
miscarriages and abortions, and macerated 
fetus. At present, more informative or posi- 
tive statements cannot be made. Future in- 
vestigations of the immunological relation 
between mother and fetus, relative to the 
Rh and other antigenic components, must be 
analyzed on a statistical basis in order to 
demonstrate satisfactorily an etiologic con- 
nection with complications of pregnancy. 

There have been no reports of the re- 
versed situation: An Rh-positive (hetero- 
zygous) mother carrying an Rh-negative 
fetus. However, it is doubtful if Rh anti- 
bodies would develop, for the group iso- 
agglutinins in some infants do not appear 
in full titer until about a year after birth””’. 

Materials capable of inhibiting group iso- 
agglutination recently have been isolated in 
relatively pure form from the secretions of 
normal human beings®’ *". It has been 
found that the saliva and gastric juice of 
about 80 per cent of normal persons vield 
extractable, heat-stable, carbohydrate-like 
substances which are group specific in ac- 
tion. Landsteiner and Harte!” find their 
preparations active in dilutions up to 1:8,- 
000,000. They note no significant differences 
in the preliminary chemical analyses of the 
extractives from salivas of persons of groups 
A, B, and O which would explain the sero- 


27. Vaughan, J. M.: The Anemias. ed. 2, New York and 

; London. Oxford University Press, 1936. 

28. Burnham, L.: Common Etiology of Erythrob!astosis and 
Transfusion Accidents in Pregnancy, Am. J. Obstet. and 
Gynecol, 42:389-897 (Sept.) 1941. 

29. Halbrecht. J.: Studies on Agglutinins and Agglutinogens 
in the Blood of the Newborn, Brit. J. Child. Dis. 37: 
175-179 (July-Sept.) 1940, 

30. Landsteiner, K., and Harte, R. H.: Group Specitie Sub- 
stances in Human Saliva, J. Biol. Chem, 140:673-674 (Aug.) 
1941. 

81, Witebsky, E., and Klendshoj, N. C.: Blood Group Spe- 
cifie Substances and Blood Transfusions, Science 94:256- 
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logic specificities. Control analyses of the 
substances from the salivas of “non-secre- 
tors” are not reported. Although the exact 
chemical formulation has not been deter- 
mined, we know that they contain hexosa- 
mine, reducing sugars, nonprotein nitrogen 
and ash. Levine and Katzin?) report that 
the Rh antigen is not present in the saliva of 
Rh-positive persons. 

The activity of the substances is demon- 
strated by the fact that erythrocytes added 
to an incubated mixture of the extracted 
substances (or even of saliva or gastric 
juice) and antiserum do not agglutinate'**: 
34.35.36) For example, a small amount of the 
carbohydrate extracted from a group B per- 
son is mixed with an anti-B isoagglutinin 
serum; when group B erythrocytes subse- 
quently are added to the mixture, no agglu- 
tination occurs. These substances, which are 
highly potent in small amounts, are of value 
in using group O blood in a transfusion 
emergency!’. The addition of a few milli- 
grams each of A and B substances to group 
O blood inactivates the isoagglutinins alpha 
and beta. This procedure disposes of one of 
the objections to the use of group O blood 
as the universal donor—namely, the possi- 
bility that the isoagglutinin titer of the 
donor’s plasma may be so high as to cause 
agglutination of the recipient’s erythro- 
cytes”. Those who have disregarded this 
contingency have based their practice upon 
the reduction of isoagglutinin titer by dilu- 
tion in the recipent’s serum and “fixation” 
to the tissue cells which have the same ag- 
glutinogen as the erythrocytes. Strauss and 
Levinson*) have shown that in vitro the 
agglutinin titer decreases more rapidly when 
diluted with homologous serum than when 
32. Levine, P.. and Katzin, E. M.: Pathogenesis of Erythro- 


blastosis Fetalis: Absence of the Rh Factor From Saliva, 
Proc. Soc. Exper. Biol. and Med. 48:126-129 (Oct.) 1941. 

33. Wiener, A. S., and Kosofsky, I.: Quantitative Studies 
on the Greup Specific Substances in Human Blood and 
Saliva; I. Group Specific Substance B, J. Immunol. 41: 
413-428 (Aug.) 1941. 

34. Witebsky, E.: Klendshoj, N. C., and Swanson, P.: Re- 
duction or Elimination of the Anti-A Antibody in “O” 
B'cod by Means of the Addition of the “A” Specific 
Substance, J. Infect. Dis. 67:188-192 (Nov.-Dec.) 1940. 

35. Witebsky, E.. and Klendshoj, N. C.: The Isolation of 
the Blood Group Specific B Substance, J. Exper. Med. 
72:663-667 (Dec.) 1940. 

36. Witebsky, E., and Klendshoj, N. C.: The Isolation of 
an O Specific Substance from Gastric Juice of Secretors 
and Carbehydrate-like Substances from Gastric Juice of 
Non-Secretcrs, J. Exper. Med. 73:655-667 (May) 1941. 


37. Another objection is the possible presence 
in the recipient’s plasma of the irregular A/2 
agglutinin which is strongly active against 
group O cells. 


38. Strauss, A. M., and Levinson, S. O.: Universal Blood 
and Heterogroup Transfusions, Am. J. Clin. Path. 11: 
766-770 (Oct.) 1941, 
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diluted with saline. Della Vida and Dyke” 
have reported that the decrease in the agglu- 
tinin titer of pooled plasma or serum is 
greater than can be accounted for by the 
dilution. They suggest that the explanation 
of this finding lies in the fact that the agglu- 
tinogens are common to most of the tissues 
of the body, including plasma and serum. 

The findings of Wiener‘? and Witebsky 
and Klendshoj®® suggest that the term “O” 
of group O indicates not the absence of an 
antigenic character, but a definite entity, 
albeit of low antigenicity. 

More data and experiments are necessary 
before certain points may be accepted as 
fact. However, extension of knowledge 
growing into clinical application is possible 
only when it is known what research se- 
quences are to be thoroughly explored. 


39. Della Vida, B. L., and Dyke, S. C.: Absorption of Iso- 
agglutinins from Pooled Plasma or Serum, Lancet 1: 
564-565 (May 8) 1941. 


FIVE PERFORATIONS OF A 
GASTRIC ULCER 


A Case Report 


HENRY P. ROYSTER, M.D., 


Instructor in Surgery and Harrison Fellow 
in Surgical Research, University 
of Pennsylvania 


PHILADELPHIA 


Recurrent perforation of peptic ulcers is 
a comparatively rare occurrence. The inci- 
dence is given by Pearse” as 0.69 per cent. 
The majority of the recurrences reported 
have been in the duodenum and the gastro- 
jejunostomy stoma, and recurrent perfora- 
tion of a gastric ulcer is extremely uncom- 
mon. 

The present case is that of a young 
woman, now aged 23 years. She smoked an 
average of one pack of cigarettes daily and 
occasionally took a drink of whiskey. Her 
history began in November, 1936, when she 
experienced pain in the left shoulder, re- 
lieved in one week following extraction of a 
tooth. Subsequently she was in good health 
until April 16, 1937, five months later, when 
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the left shoulder pain recurred and lasted 
for three days. On the night of April 18, 
she had five drinks of whiskey and appar- 
ently suffered no immediate ill effects. At 
10 a. m. on April 19 she had a sudden sharp 
pain in the left upper quadrant, which 
caused her to double up. The pain continued 
and her family physician sent her to the 
hospital. On physical examination she was 
found to be acutely ill but not in shock. The 
epigastrium and left upper quadrant were 
markedly resistant, and liver dullness was 
obliterated. Roentgen examination disclosed 
the presence of gas under the leaves of the 
diaphragm. A diagnosis of perforated peptic 
ulcer, probably duodenal, was made. 

At operation a_ perforated ulcer was 
found, high up on the greater curvature of 
the stomach. The ulcer was closed with cat- 
gut and linen sutures, and the wound was 


drained. 
The patient made an uneventful recovery, 


and a follow-up report showed that she had 


only slight postprandial epigastric discom- 
fort. She remained on her diet as outlined, 
took Sippy powders occasionally, and did 
not smoke or drink. A_ gastro-intestinal 
roentgen examination three months later re- 
vealed no evidence of an_ ulcer. Gastric 
analysis was normal. 

On November 22, 1938, at 7 p. m., five 
hours before her second admission to the 
hospital, she had a sudden sharp pain in the 
left shoulder, which soon became established 
in the left upper quadrant. It was not as 
intense as previously, but was sufficiently 
severe to require her to go to her family 
physician, who sent her to the hospital. Gas 
again was seen under the diaphragm on 
roentgen examination, the liver dullness was 
obliterated, and the abdomen was tender but 
not rigid. At operation another perforated 
ulcer was seen at the original location, and 
it was closed, this time with fine steel wire 
and linen. Drainage was not employed. 

The patient was discharged from the hos- 
pital in excellent condition. and was put on 
the Long Island College Hospital diet. Two 
more gastrointestinal roentgen examinations 
failed to reveal a gastric ulceration. 

On May 7, 1939, she had a recurrence of 
the pain in the left shoulder and slight pain 
in the right shoulder. Pain continued inter- 
mittently until May 9, 1939, when she again 
was admitted to the hospital. She had no 


severe abdominal pain but was frightened 
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because of her past experience. Physical ex- 
amination showed no rigidity or tenderness 
of the abdomen, but there was obliteration 
of liver dullness. Gas was found under the 
diaphragm on roentgen examination. The 
leukocyte count was 7,000 per cubic milli- 
meter and the patient did not appear ill. 
Therefore, conservative treatment was de- 
cided upon. The stomach was kept empty 
by means of the Wangensteen suction drain- 
age, and intravenous fluids were given. The 
patient was placed in bed in the upright 
position, in order to allow the gastric juice 
to collect in the distal portion of the stomach 
and to prevent its discharge through the 
perforation high on the greater curvature. 
It seemed reasonable to assume that the 
identical area involved in the past two 
episodes was perforated again. 

The patient recovered again without mis- 
hap. The gastric tube was removed on the 
fourth day after admission and a Sippy 
diet was started. She remained in the hos- 
pital for several weeks for the purpose of 
receiving concentrated grass juice, which 
has been reported to contain an anti-ulcer 
factor. Two more gastro-intestinal series 
were performed, and one showed the possi- 
bility of an ulcer on the greater curvature. 
Another gastric analysis was normal. 

On August 12, 1940, the patient had a 
sudden pain in the left upper abdominal 
quadrant radiating to the left shoulder. The 
pain persisted for twenty-four hours and 
then diminished. On August 14, 1940, she 
was admitted again to the hospital, although 
the pain had ceased. She vomited once the 
day before admission but no blood was noted. 
She was then in the third month of gesta- 
tion. On,examination there was no abdomi- 
nal rigidity or tenderness, but liver dullness 
was obliterated. The presence of gas under 
the diaphragm was confirmed by roentgen 
examination. The conservative treatment 
employed for the last perforation was again 
instituted, and recovery was even more 
rapid. 

On October 12, 1940, the patient was 
seized again with a sharp pain in the left 
upper abdominal quadrant with radiation to 
the left shoulder. Her pregnancy had ad- 
vanced to five months and was otherwise un- 
complicated. The epigastrium was tender 
but soft, and liver dullness was obliterated. 
Roentgen examination showed gas under the 
diaphragm. Conservative treatment was em- 
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ployed and recovery was prompt and un- 
eventful. She was discharged in excellent 
condition and was placed on the Meulen- 
gracht diet. 

On February 2, 1941, the patient went 
through a normal labor and delivery. She 
vomited for a short while during labor, but 
there was no evidence of another perfora- 
tion. The patient is now well. 

No identical case has been discovered in 
the literature to date. Herten-Greaver”’ re- 
ported three perforations of a gastric ulcer 
at the same site in a man 24 years of age, 
with simple closure each time. Lysaght and 
Williams” described the case of a man 25 
years of age who had a gastric ulcer that 
perforated four times at the same point. 
After the fourth perforation a subtotal gas- 
trectomy was done. There are many scat- 
tered reports of perforations of the duode- 
num, and Henry" described five perfora- 
tions in the same person at different loca- 
tions in the stomach, duodenum and gastro- 
jejunostomy stoma. 

In none of the reported cases has con- 
servative treatment been administered when 
the diagnosis was made soon after the per- 
foration. With respect to the last three per- 
forations in our case, we wish to emphasize 
the reasons for not performing an opera- 
tion: the location of the ulcer high on the 
greater curvature, the presence of adhesions 
from the previous operations and perfora- 
tions, and the absence of marked clinical 
signs. 

A question of great importance concerns 
the treatment of acute perforations of both 
stomach and duodenum. Although recur- 
rence is rare one must always consider that 
possibility. Most authors agree that simple 
closure is the best method of treatment; 
gastrectomy may be done at a later period, 
if specific indications warrant it. If recur- 
rence takes place, resection should be strong- 
ly considered. Gastrojejunostomy at the time 
of closure should be done only when obstruc- 
tion exists. In our case, fundusectomy was 
indicated in order to remove the ulcer-bear- 
ing portion of the stomach. The pathogenesis 
of these perforations was apparently not 
related to gastric acidity, which was normal, 
nor to diet, which was strictly supervised. 


2. Herten-Greaver, E. C.: Recurrent Perforation of a (Gas- 
tric Uleer in a Twenty-Four Year Old Man, Brit. M. J. 
1:1079 (May 22) 1937. 

3. Lysaght, A. C. and Williams, W. B.: Repeated Perfora- 
tion of a Peptic Ulcer, Lancet 1:509 (April %) 1937. 

4. Henry, C. K. P.: Recurrent Gastric Perforations, Surg., 

Gyn. and Obst. 32:542 (June) 1921. 
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PRIMARY ACUTE EPIPLOITIS 


FRED C. HUBBARD, M. D. 
JOHN W. Morris, M. D. 


NORTH WILKESBORO 


Epiploitis means inflammation of the ep- 
iploon. The term epiploon is applied to the 
great omentum, the gastrocolic omentum, 
the gastrohepatic omentum, or any of the 
numerous epiploic appendages attached to 
the large intestines”). Secondary inflamma- 
tion of the omentum, called secondary epi- 
ploitis®’, is very common, and may occur 
when the omentum is adjacent to a gan- 


grenous appendix, or is caught in a hernial 


sac and strangulated, or injured in many 
other conditions not primary in the omentum 
itself. Another form of secondary epiploitis 
is that seen a few weeks or months follow- 
ing abdominal operations, when the patient 
complains of pain and the surgeon reopens 
the abdomen and finds an area of acute in- 
flammation or even abscess formation where 
the omentum had been resected and ligated 
with catgut or other suture material. This 
latter condition is not seen frequently, but 
is by no means rare. 

Primary epiploitis is not common. The 
literature is only sparsely scattered with 
articles of any kind on primary epiploitis. 
Eliason and Johnson") of the University of 
Pennsylvania Hospital reported 13 cases out 
of 30,000 admissions to the General Surgical 
Service from 1922 to 1937, and all of the 
13 cases were the result of torsion. In 1933 
Schrager and Bergen of Chicago, in a de- 
tailed discussion of epiploitis of all kinds 
with particular emphasis on primary acute 
epiploitis, described a pseudotumor which 
was inflammatory in character and followed 
an abdominal] operation. Adams") in 1923, 
in the Boston Medical and Surgical Journal, 
reported a case of primary acute inflamma- 
tion of the omentum which he felt was 
probably embolic in origin; this more closely 
approximates our cases than any others we 
have found in the literature. 


——. 
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The three following cases are reported in 
some detail. 


Case 1 


A white 65 year old married woman was 
admitted at 2:30 p. m., November 6, 1940, 
complaining of severe abdominal pain begin- 
ning suddenly the night before, accompanied 
by much nausea and vomiting. The pain was 
chiefly in the right side of the abdomen and 
had continued unabated from the onset. Her 
bowels moved the day before admission. The 
past history and family history were irrele- 
vant. There had been no previous opera- 
tions. Physical examination showed a well 
developed, slightly obese middle-aged woman 
perspiring freely. The positive findings 
were: a temperature of 100 F.; marked 
dental caries; moderate abdominal disten- 
tion; generalized tenderness and muscle 
spasm, more marked on the right side. 
There were 25,000 white blood cells, with 
31 per cent polymorphonuclears. A specimen 
of voided urine showed a specific gravity of 
1.032, a trace of albumin, 3 leukocytes per 
high power field, and many hyalin and 
granular casts. 

Because the diagnosis was not definitely 
established the patient was observed until 
the following morning, at which time the 
tenderness seemed more localized in the 
right abdomen. The leukocyte count was 23,- 
000. The provisional diagnosis was gan- 
grenous appendicitis. When the abdomen 
was opened an area of thrombosed vessels, 
necrotic tissue, edema and induration with 
moderate flaky exudate was found approxi- 
mately 4 square inches in size in the gastro- 
colic omentum just to the right of the mid- 
line. Several hundred cubic centimeters of 
serosanguineous fluid was found in the right 
upper abdomen. The colon was carefully ex- 
amined for diverticuli or other pathologic 
lesions, but none were found. The gallblad- 
der, stomach and duodenum were normal. 
The appendix was removed, but appeared to 
be normal. A slight reaction in the parietal 
peritoneum overlying the diseased area was 
noted. A small section of the omentum was 
removed for microscopic study. The area 
seemed well defined, so a cigarette drain was 
placed over the area and the abdomen was 
closed. This patient developed a rather ex- 
tensive wound infection and there was drain- 
age for fifty-five days, at the end of which 
time she was discharged, She returned for 


dressings during the next two weeks. The 
wound healed, and she has been well since. 
The pathological report of Dr. J. B. Bullitt 
of Chapel Hill was “Mild appendicitis. In- 
flammation of the omentum.” 


Case 2 


A 40 year old white married man was 
admitted January 22, 1941, at 9:30 a. m. 
Two days previously, he began having 
colicky pains across the lower abdomen and 
in both inguinal regions which radiated up- 
ward beneath the ribs and through to the 
back. There was nausea, but no vomiting. 
The bowels moved regularly. The taking of 
liquids was followed by some pain. There 
was no previous history of any indigestion 
or gastro-intestinal disturbances of any kind. 
The past history and family history were 
irrelevant. Physical examination showed the 
temperature to be 99.4 F., the blood pressure 
150 systolic, 100 diastolic; there was marked 
tenderness and rigidity across the upper ab- 
domen. The leukocyte count was 13,000 with 
84 per cent polymorphonuclears. Urinalysis 
showed a trace of albumin. The diagnosis 
was an acute surgical condition within the 
abdomen and probable peritonitis. On oper- 
ation much thin, dark, blood-tinged fluid was 
found, and in the upper part of the great 
omentum there was a large indurated, red- 
dened area about the size of a silver dollar, 
covered with white flaky lymphoid exudate. 
Several thrombosed vessels were seen. The 
appendix appeared quite red, as did the rest 
of the abdominal viscera covered by perito- 
neum, and the general appearance was that 
of a low-grade peritonitis. A small portion 
of the diseased omentum was removed. The 
appendix was removed and a drain was 
placed in the inflamed area of the omentum. 
The patient made an uneventful recovery. 
The drain was removed on the tenth day, 
there having been only a small amount of 
drainage at any time. He has been well 
since. The pathological report was: “Mild 
appendicitis. Necrosis of omental fat with 
leukocytic infiltration.” 


Case 3 


A 32 year old white unmarried woman 
was admitted February 14, 1941, at 7:40 
p. m. Three days previously she became 
nauseated about 3 p. m. She had colicky ab- 
dominal pain and vomited several times. The 
pain continued and increased in severity. 
She thought it was due to eating sauerkraut 
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and “hot dogs’ at noon. She was given a 
purgative and two enemas and had a good 
evacuation. The day prior to admission she 
was seen at her home by a physician, and 
some tenderness was found in both the upper 
and lower abdomen, with moderate disten- 
tion. She had no fever. She was given 
another enema with poor results. The pain 
continued throughout the day of admission, 
and the patient vomited all fluids taken. 

The patient had had meningitis at 5 years 
of age. Epilepsy resulted and she had had 
severe grand mal attacks ever since, con- 
trolled partially by large doses of pheno- 
barbital and dilantin. She had had an ap- 
pendectomy and bilateral salpingectomy 
about seven years ago. Encephalograms had 
been made at Duke University Hospital, but 
no operative treatment was advised, as too 
much cortical degeneration was present. The 
family history was irrelevant. The menstru- 
al periods were painful, but otherwise nor- 
mal. Physical examination showed a well 
nourished young woman with anxious facies. 
The skin was bronzed, and there was much 
pigmentation. There was general abdominal 
distention of moderate degree, with marked 
tenderness in the epigastrium and to a lesser 
extent in the lower abdomen. Borborygmus 
was pronounced. The leukocyte count was 
12,800, with 86 per cent polymorphonucle- 
ars. The urinalysis showed a 2 plus. reac- 
tion for albumin, a red reaction for sugar 
with Benedict’s solution, no acetone, the 
presence of bile, 3 leukocytes per high power 
field, and many hyalin and granular casts. 

The patient was given 1000 cc. of normal 
saline intravenously. The following morning 
the blood sugar was 130 mg. per 100 cc.; 
the urine showed a green reaction with 
Benedict’s solution; and the leukocyte count 
was 13,900. A definite diagnosis could not 
be made, but it was felt that exploration 
was indicated. While we were scrubbing for 
operation and again discussing possibilities, 
one of us remarked that since we had already 
had 2 unusual cases of epiploitis this might 
very well be the third which was almost 
certain to come sooner or later. 

At operation, we found thrombosis of the 
vessels of the gastrocolic omentum with 
marked inflammatory reaction and lymph 
deposits involving a wide area,’ including 
part of the great omentum. There was a 
large amount of dark, blood-stained fluid in 
the peritoneal cavity. There was cystic de- 
generation of the right ovary, but no other 
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pathologic lesions. A small section of the 
diseased omentum was removed for micro- 
scopic study, and the abdomen was closed 
with drainage. 

The patient had a rather stormy course 
for several days, with several severe con- 
vulsions, tympanites, vomiting, and finally a 
perirectal abscess which drained spontane- 
ously. Her mental outlook was poor. The 
pathological examination of the omental 
tissue removed showed necrotic changes and 
a few zones of moderate leukocytic reaction 
composed of large monocytes, small round 
cells and a few polymorphonuclears. 


Conclusions 


1. Acute primary epiploitis of embolic 
origin is very uncommon. 

2. It is impossible to make a pre-opera- 
tive diagnosis of this condition, and hazard- 
ous to attempt it; for while these cases 
would probably recover without surgery, any 
attempt at conservative treatment would 
probably mean overlooking a badly diseased 
appendix or some other equally important 
surgical condition requiring intervention. 

3. In none of our cases could a previous 
operation have had any relation to the pres- 
ent illness; in two of the cases there had 
been no previous operations, and in the third 
case an interval of seven years had elapsed. 
~. 4. Whether the inflammation preceded 
the thrombosis or vice versa, we cannot say. 


It. has been suggested by one author that 


condition is due to an infarction. 
5. This condition constitutes a definite 
disease entity. 


Prevention of Hemorrhage in Peptic Ulcer.—Se- 
vere hemorrhage .. .. does not often develop in 
the patient who is on a proper ulcer regimen. I 
do not believe that I have observed a hemorrhage 
of significant severity in a case under adequate 
treatment, except when the patient has been sub- 
jected to some unusual emotional strain -or after 
some other digression from his routine of manage- 
ment. Prevention, therefore, is largely a matter of 


keeping the patient on his ulcer program.—T. Grier . 


Miller: The Management of the Complications of 
ery ve New England J. Med. 224:402 (March 


‘The General Treatment of Ulcer Patients.—It is 
equally important for the ulcer patient as well as 
the tuberculous patient to develop a philosophical 
attitude, to conquer his natural tendency to fret 
and worry and to avoid excessive responsibilities 
and undue nervous and physical strain. He must 
at the same time appreciate the necessity of a 
change in his habits of eating, give up alcohol and 
tobaceo, if addicted, and acquire a fixed and leisurely 
routine of life—T. Grier Miller: The Management 
of the Complications of Peptic Ulcer, New England 
J. Med, 224:401 (March 6) 1941, 
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GENERALIZED EXFOLIATIVE 
ERYTHRODERMA FOLLOWING 


ATABRINE: REPORT OF 
A CASE 


RAY O. NOoJIN, M. D. 
and 
J. LAMAR CALLAWAY, M.D. 


DURHAM 


Atabrine''’, a substituted alkyl amino de- 
rivative of acridine, was introduced by 
Schulemann”’ in 1930 for the treatment of 
malaria. In 1933 Mauss and Mietzch syn- 
thesized atabrine dihydrochloride. Since the 
introduction of atabrine therapy there have 
been reported relatively few instances of 
allergic reactions to this drug, and skin 
manifestations of hypersensitiveness to the 
drug have likewise been unusual. 


Nayudu™? observed 2 cases of giant urti- 
caria in 187 patients under atabrine treat- 
ment. The patients gave no history of previ- 
ous cutaneous eruptions and the lesions 
disappeared in twenty-four hours without 
treatment. Storey’ reported toxic ex- 
anthems not unlike those of typhus fever in 
one case during a course of several weeks 
of atabrine therapy. These disappeared com- 
pletely four days after the drug was dis- 
continued. 

Although examples of skin hypersensitivi- 
ty to atabrine are certainly suggested by 
some reports, it is well to know that der- 
matological manifestations may occur in 
malaria per se. Davis’) reported a general- 
ized bullous eruption thought at first to be 
hemorrhagic smallpox complicating a case 
of tertian malaria, which healed promptly 
following atabrine medication. Among the 
cutaneous manifestations which have been 
reported to occur with malaria are urti- 
caria’, erythema nodosum’, and _ gluteal 
Z From the Section of Dermatology and Syphilology of the 


Department of Medicine, Duke University School of Medicine, 
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herpes’. No instance of exfoliative derma- 
titis following atabrine administration has 
been recorded to our knowledge. The follow- 
ing case is presented as an example, we 
believe, of generalized exfoliative erythro- 
derma due to atabrine. 


Case Summary 


A 45 year old white married female en- 
joyed good health until April, 1941. At this 
time she noted the onset of generalized ma- 
laise and drowsiness with some increase in 
weight. Two months later, because of chills 
and fever, and without consulting her phy- 
sician, she took a course of atabrine con- 
sisting of .1 Gm. three times daily for five 
days. The day following completion of the 
course of atabrine, she noted increase in ma- 
laise plus polyarticular pain, cephalgia, and 
marked weakness, although her fever had 
disappeared. Only then did she consult her 
physician, who discovered glycosuria and 
hospitalized her. After a week’s hospitaliza- 
tion, she was discharged on regular insulin, 
five units before each meal. Two weeks later 
she again developed fever. Her blood at this 
time revealed plasmodia. She was given a 
second course of atabrine, 0.1 Gm. three 
times daily for approximately six days. Her 
temperature promptly returned to normal. 
A “few days” after completion of this second 
atabrine course, the patient noted general- 
ized pruritus with a feeling of thickening 
and soreness of her skin generally. Shortly 
thereafter, she developed generalized edema 
with oliguria. A week later she was ad- 
mitted to Duke Hospital and came under 
our observation for the first time. 

Questioning revealed a familial history of 
diabetes mellitus. The patient said she had 
had asthma at the age of 5, but had had no 
recurrence. She thought she was somewhat 
sensitive to tomatoes, strawberries, black- 
berries, and grapes. There was no history 
of arsenical medication. 

On admission the physical findings were 
as follows: The patient was a well nourished 
white female in rather acute distress and 
scratching continuously. There was general- 
ized edema and thickening of the skin over 
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her entire body with some redness, oozing 
and exfoliation, and with extensive excoria- 
tion due to scratching. There was no evi- 
dence of secondary or mycotic infection. The 
tonsils were enlarged and hyperemic. Other- 
wise the physical examination was negative. 

Accessory clinical findings on admission 
showed a hemoglobin of 10.8 Gm. (70 per 
cent). The red cell count was 4,120,000. The 
white blood cell count was 18,650. The 
differential formula revealed 19 per cent 
segmented polymorphonuclear neutrophils, 3 
per cent stab forms, no juvenile forms, 60 
per cent eosinophils, 1 per cent basophils, 5 
per cent monocytes, no large lymphocytes, 
12 per cent small lymphocytes. The urine 
was negative except for a 1 plus reaction 
fcr sugar and a 2 plus reaction for acetone. 
The fasting blood sugar was 177 mg. per 
100 ec.; the total proteins were 3.7 mg. per 
100 ecc.—albumin 1.6 mg., globulin 2.1 mg., 
with an albumin-globulin ratio of .76. A 
twenty-four hour urine specimen showed no 
arsenic. The nonprotein nitrogen, Van den 
Bergh reaction, plasma carbon dioxide com- 
bining power, cholesterol, chlorides, and 
roentgen examination of the heart and lungs 
were all within normal limits. 

Patch tests to a saturated aqueous solu- 
tion of atabrine dihydrochloride resulted 
within six hours in the formation of an ex- 
quisitely painful vesicular ulcer-like lesion 
with a surrounding area of erythema 7 cm. 
in diameter. Following the patch test the 
patient had an exaggerated feeling of ma- 
laise similar to that experienced twice be- 
fore following atabrine therapy, and there 
was an exacerbation of the cutaneous erup- 
tion. Similar control patch tests to atabrine 
on a normal subject were negative after 
twenty-four and forty-eight hours. 

The patient’s hospital course was quite 
stormy, with violent pruritus, generalized 
edema, oliguria, insomnia, and restlessness. 
So grave did her condition appear that for 
several days after admission her recovery 
seemed doubtful. 

With diabetic regulation, heavy sedation 
with chloral hydrate and paraldehyde, the 
use of calamine liniment, olive oil, starch 
baths, aluminum acetate compresses, glycer- 
ite of tannin and other supportive measures, 
the patient began to improve after two 
weeks in the hospital. She was discharged 
after having been hospitalized a total of 
four weeks. At this time she felt well and 
her skin was almost completely normal, 
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The patient was seen again four months 
after discharge, at which time her skin was 
quite normal and the diabetes was entirely 
controlled through diet regulation without 
insulin. At this time the patient was again 
given patch tests with atabrine and also 
with regular insulin, phenobarbital, aspirin, 
nembutal, and seconal. These drugs consti- 
tuted the only internal medication taken be- 
fore hospitalization. After twenty-four hours 
atabrine produced a vesicular lesion with 
14% cm. of surrounding erythema. Patch 
tests to the other drugs were negative after 
twenty-four and forty-eight hours. Control 
patch tests on normal subjects were nega- 
tive. 


Summary 


A case is presented in which a patient 
with diabetes mellitus developed generalized 
exfoliative erythroderma due, we believe, to 
atabrine medication. This theory of etiology 
was supported by the history and by strong- 
ly positive patch tests on two separate oc- 
casions, control patch tests being negative. 


THE COORDINATION OF PUBLIC 
HEALTH NURSING SERVICES WITH 
OTHER SERVICES IN A 
GENERALIZED PROGRAM 


WILLIE BURT RAULSTON, R. N. 
GREENSBORO 


The coordination of public health nursing 
services into a generalized health program 
presents a number of questions: First, is 
there a need for such a program? Second, 
is it of value to the community? Third, how 


can it be done? 

In planning any health program in a com- 
munity there are a few fundamental prin- 
ciples that we must keep in mind. One is 
the fact that the official health department 
is the logical authority on community health 
matters, and the health officer is the leader. 
Another is the importance of citizen par- 
ticipation in the program planning. Years 
of experience have proved that the organi- 
zation that is started and carried on by a 
representative community group is the one 
to survive and achieve permanence. Public 
health nursing, to become the powerful 


Read before the North Carolina Public Health Association, 
Pinehurst, May 19, 1941, 


May, 1942 


agency for community good of which it is 
capable, requires the backing of a group of 
men and women who are respected and 
trusted by their fellow citizens. It needs also 
the interpretation of the objectives and pos- 
sibilities of the work which such a group 
will give to the public. 

Since the need and value of the coordina- 
tion of all public health nursing services 
into a generalized program have been the 
topic of much discussion for the last few 
years, my opinion alone would not be worth 
much to this audience. I will, however, 
bring to you the opinion of one with whom I 
thoroughly agree—Surgeon General Thomas 
Parran. In a paper read at the American 
Public Health Association meeting in New 
York in 1937 he said: 

“The introduction of the principle of the 
generalized. service, in my opinion, was as 
important to public health nursing as the 
introduction of radium in the treatment of 
cancer. We must certainly make the citizen 
members, and sometimes the doctor, in our 
public health team understand that the 
family health program must not be dis- 
membered by a series of specialists each at- 
tacking as separate problems school health, 
infant welfare, tuberculosis, communicable 
disease, nutrition, bedside care, and a dozen 
matters which are of importance to the well 
being of the family as a unit. Moreover, I 
believe we could go farther than most gen- 
eralized programs have gone, that we could 
and should wipe out the lines of demarca- 
tion between the public health nurses who 
restrict themselves rigidly to conversation 
and demonstration and the visiting nurses 
who care for the sick and attempt to educate 
by example as well as by precept. It seems 
to me that a next and needed step is for 
health departments to provide community 
nurses who will have responsibility both for 
prevention and for bedside care, as needed. 
Public health nurses had their beginnings in 
the care of the sick poor. In many places 
nowadays they have swung so far in the 
opposite direction that they are of no earth- 
ly use to the sick poor. Suppose we get back 
to the middle of the road and combine both 
the concrete and the educational functions 
of a nurse in one valuable person. Let the 
community nurse be the answer to St. Paul’s 
exhortation of ‘all things to all men.’ It is 
a large order but she has filled large orders 
before and done it nobly.” 

I hope that you all agree with Dr. Parran 
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that the generalized public health nursing 
program is the only program for a com- 
munity and that the public health nurse is 
and should be the community nurse. The 
next question is how such a program can be 
set up. Since the Greensboro Nursing 
Council was one of the first organizations in 
the United States to coordinate its public 
health and bedside nursing services into a 
generalized program—a program which has 
worked beautifully—I am going to give you 
the history of its development. 

The Greensboro Nursing Council grew out 
of a program which originated in church 
work. In Greensboro a group of humani- 
tarian women formed an organization 
known as the District Nurse and Relief As- 
sociation. This association employed a nurse © 
to do bedside nursing for the sick poor. 
They also opened a smal] house for the care 
of tuberculous patients, and raised a fund 
for milk and ice to be supplied to the infants 
of the needy. From the interest, efforts and 
vision of these women have grown the Guil- 
ford County Sanatorium, the Greensboro 
Nursing Council and a milk fund for chil- 
dren and infants. 

In 1924, with Dr. C. C. Hudson as health 
officer and instigator of the plan, the city 
of Greensboro, the Board of Education, the 
Metropolitan Life Insurance Company, and 
the District Nurse and Relief Association 
decided, after a careful study, that by com- 
bining their efforts they could have a more 
powerful and efficient organization and could 
save expense and duplication. Prior to this 
date there were four different organizations 
doing public health nursing in Greensboro. 
This was an expensive program for each 
organization and resulted in friction and 
duplication. Often the school nurse, the 
health department nurse and the district 
nurse would have occasion to visit the same 
home in one day, leaving the family entirely 
bewildered. With the decision of these vari- 
ous leaders to combine their efforts and pool 
their resources, the Greensboro Nursing 
Council was organized. 

This organization is governed by a Board 
of Directors consisting of two representa- 
tives from each of the four organizing 
groups, two representatives from each of 
the other community agencies interested in 
public health, and three members at large 
appointed by the president. With the help 
of Dr. Hudson, the health officer, and Mrs. 
Lambe, the supervising nurse, this board 
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adopted policies and functions for the or- 
ganization which were approved by the City 
Council, the Board of Education, the Dis- 
trict Nurse and Relief Association, and the 
Metropolitan Life Insurance Company. This 
Board of Directors holds regular bimonthly 
meetings throughout the year. It is divided 
into standing committees, such as the 
finance, nursing and volunteer committees. 
Today the Nursing Council is still operating 
as a combined official and non-official agency, 
receiving financial support from the City of 
Greensboro, the Greensboro Community 
Chest, and the Metropolitan Life Insurance 
Company, and fees from patients who are 
able to pay for bedside care. 

We now have thirteen nurses employed— 
eight white and five colored. The city has 
been divided into eleven districts and a nurse 
has been placed in each. She is expected to 
carry out a complete public health nursing 
program, except for home delivery service. 
Her functions are to teach family health by 
interpreting the principles of healthful liv- 
ing; to give skilled nursing care to the sick 
in their homes and teach someone in the 
home to give care; to supervise the health 
and habits of the school child, cooperating 
with the physician, the school, and the 
parents in the control of communicable dis- 
ease and the correction of physical defects; 
to give nursing care during pregnancy and 
care to the mother and newborn infant after 
delivery; to supervise the infant and pre- 
school child through home visits and con- 
ferences; to teach and demonstrate the pre- 
vention and control of communicable dis- 
eases, including tuberculosis, syphilis and 
gonorrhea, by clinic participation and home 
visits. 

Public health nursing is closely related to 
the activities of several other professions 
and of many community organizations, and 
cannot be carried on successfully as an iso- 
lated service. We believe that the more 
closely it is coordinated with these related 
and cooperating agencies through the con- 
stant sharing and interchange of ideas and 
service, the more soundly and economically 
will it fulfil its purpose. 

The success that the generalized public 


health nursing service has had in Greens- | 


boro is due, I believe, to its sound origin 
with the health officer as its official head; to 
the cooperative relationship between the 
Board of Directors, the health officer and 
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the nursing supervisor; to the adoption of 
definite policies and functions for the staff 
nurses; and to the support received from 
other community agencies. 

We know that the success of public health 
work in a community depends upon the 
standing of the health organization which 
promotes it, upon its sincerity of purpose, 
and upon the preparation and qualifications 
of the health official and the cooperation 
which he receives from the entire staff. 
Every health department has many em- 
ployees—inspectors, clerks and others who 
are concerned with routine activities. These 
are the people who can be of the greatest 
value in promoting the program or who can 
destroy the sincere efforts of the health 
officer and his best workers. Realizing the 
importance of this, the New York Health 
Department has a course of training for all 
employees, including the janitor, the tele- 
phone operator, the stenographers, and the 
inspectors, as well as the nurses and super- 
visors. Each has his responsibility for the 
interpretation of the health department’s 
work in the community, but the greatest 
asset or liability to the health officer is the 
nurse. Dr. Haven Emerson has said, “With- 
out the public health nurse, the health of- 
ficer would be as a man deaf, dumb and 
blind in relation to the public he must lead 
to health.”” Can we as public health nurses 
face and meet this responsibility? Are we 
prepared for a generalized program? What 
about the orthopedic patient, the home de- 
livery service, the cardiac patient, the in- 
creasing prevalence of diabetes, the em- 
phasis on syphilis, the ever-increasing im- 
portance of nutrition, the new conception of 
school health work—and what, if there is 
no bedside nursing, is to become of the 
chronic patient, who is now the responsi- 
bility of no one, not even the family? 

The family is still the unit for which all 
public health agencies must work. The nurse 
is the natural interpreter, teacher, and 
friend. The care she gives at the bedside is 
the key to the heart, to the confidence of 
the family. What she tells them they be- . 
lieve, for she has shown them both her skill 
and her knowledge. 

I quote from an article in the Public 
Health Nursing Magazine: “The nurse is 
the key to the whole great structure of our 
health services. Granted that money is es- 
sential and methods of coordination must 
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be worked out; the service to human beings 
is the actuality, and that is the work of the 
individual nurse. She should be a happy, 
healthy person with a desire to serve her 
fellow beings. She must be intelligent, for 
the actual knowledge she must have at her 
command increases with each fresh dis- 
covery in medicine, each change in com- 
munity methods. Her basic preparation 
should challenge every phase of her being. 
We may have the happiest cooperation with 
all community agencies, we may have co- 
ordinated our work with that of venereal 
disease, cancer, school. All of these may be 
in our structure but if the nurse is not of 
the highest caliber, if she is inadequately 
equipped, we cannot function.” : 

Can we, as public health nurses, meet 
these changes in our field and accept our 
responsibilities? I think we can. 


A NOTE ON THE USE OF HISTAMIN- 
ASE IN PREVENTING IVY 
DERMATITIS 


JOHN Moss, M. D. 
DURHAM 


Since the specificity of a histamine inac- 
tivating substance was demonstrated, much 
interest has centered about the clinical ap- 
plication of this principle to the treatment 
of allergic disorders. Histaminase"’, as the 
inactivating substance is known, has been 
reported to be effective in relieving the 
symptoms of numerous allergic states. Be- 
cause of these reported successes it was de- 
termined to investigate the effect of the drug 
in preventing the cutaneous reaction follow- 
ing the exposure of susceptible individuals 
to poison ivy. ; 

As a preliminary study 8 subjects, all of 
whom had had ivy dermatitis the previous 
summer, were observed for a period of ten 
days in a summer camp. The area about the 
camp was full of poison ivy and it was 
practically impossible to escape exposure. 
Four of the 8 subjects were given 45 units 
of histaminase daily and the remaining 4 
were used as controls. During the ten day 
period 2 of those who had not received the 


From the Department of Medicine, Duke University School 
of Medicine. 


1. The histaminase for this study was supplied by the 
Winthrop Chemical Company, 
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drug developed ivy dermatitis, one rather 
extensively. Of the 4 receiving histaminase 
none developed dermatitis during the period 
of observation, although one subject de- 
veloped a 3 cm. area of vesicles two days 
after the drug was discontinued. Two sub- 
jects, assumed to be susceptible because they 
had had dermatitis the previous summer, 
deliberately exposed themselves to the plant 
after taking 45 units of histaminase daily 
for ten days. Neither developed lesions. In 
all instances the drug was taken by mouth. 

Because of this preliminary success it was 
decided to continue the study on a larger 
scale. A group of 35 campers were observed 
for a period of twenty-five days in the same 
camp used in the preliminary work. Of the 
35 subjects 9 admitted susceptibility to 
poison ivy, having had dermatitis the previ- 
ous summer. These 9 campers were each 
given 45 units of histaminase by mouth daily 
for the twenty-five day period. The remain- 
ing 26 subjects did not receive the drug and 
were used as controls. One of the campers 
receiving histaminase developed diarrhea 
twenty-four hours after the first dose was 
given, and was excluded from the study. 

Of the 8 subjects receiving histaminase 
only one developed dermatitis—a 2 cm. area 
on the knee. Among the 26 campers not re- 
ceiving the drug there were 13 individual 
cases of ivy dermatitis during the twenty- 
five day period. For the most part the cases 
were mild and the dermatitis restricted to 
one area, but in several cases the lesions 
were extensive. Except in inclement weather 
all campers were dressed in shorts and 
athletic shirts, and the possibility of ex- 
posure to the plant was, in general, the same 
for all. 

Four subjects, all susceptible by history, 
deliberately exposed themselves by rubbing 
the plant into the skin after taking 60 units 
of histaminase daily for ten days. Two de- 
veloped lesions and 2 did not. 


Increasing industrialization has been accompanied 
by a decline in mortality from tuberculosis, proba- 
bly because of the general improyement in standards 
of living for the bulk of the people brought about 
by industrialization. Density of population itself 
does not determine the mortality from tuberculosis 
but there is some causal factor probably connected 
with crowding and social environment. For the time 
being at least the level of mortality from tubercu- 
losis may be considered an index of hygienic and 
social culture. By this standard the United States 
ranks first among the world states even when the 
high mortality of the Negroes is included. Geo. 
Wolff, M.D., Amer. Rev. of Tuberc., July, 1940, 
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THE USE OF COBRA VENOM IN THE 
TREATMENT OF OSTEITIS 
DEFORMANS 


Report of a Case 


FREDERICK R. TAYLOR, M.D., F.A.C.P. 
HIGH POINT 


Osteitis deformans (Paget’s disease of the 
bones) is a chronic, painful, incurable dis- 
ease. Christian, in the thirteenth edition of 
Osler’s PRINCIPLES AND PRACTICE OF MEDI- 
CINE"), states that sedatives may be required 
to relieve the pain. Osteitis deformans, how- 
ever, often runs such a prolonged course 
(not uncommonly twenty to thirty years) 
that adequate relief by the usual sedatives 
or analgesics may be difficult and dangerous. 


Report of a Case 


In April, 1939, I saw a patient who was 
suffering severe pain because of osteitis 
deformans, and decided to make a trial of 
cobra venom as advocated for other chronic 
painful diseases by Macht‘). This is, to my 
knowledge, the first report on the use of 
cobra venom in this intractable, painful con- 
dition. 

The patient, a 58 year old white widow, a 
resident of another state, consulted me on 
April 30, 1939, while she was on a visit in 
High Point. She complained of severe pain 
in the vertex of her head and in the right 
temporal region. She had noted severe 
pressure in her head at night for two years. 
This pain usually disappeared when she got 
up in the morning. Her trouble apparently 
began in the mandible, and was recognized 
first by her dentist, when she consulted him 
because her dental plate would not fit. He 
sent her to the Temple University Hospital, 
where she was studied exhaustively for a 
period of more than three weeks. She was 
told that she had Paget’s disease of the 
bones. The day before coming to me, she 
had pain in her head off and on all day, as 
well as at night. Her spine hurt her con- 
siderably, and she had noted that she was 
four inches shorter than she had been two 
years before. She suffered pains all over her 
body which were supposed to be due to 


From the Department of Medicine, Bowman Gray School of 
Medicine of Wake Forest College, Winston-Salem. 


1. Christian, in Osler's Principles and Practice of Medicine, 
ed. 18, New York, D. Appleton-Century Co., 1938. 


2. Macht, D. I.: Therapeutic’ Experiences With Cobra 
Venom, Ann, Int, Med, 13:1824 (April) 1988, 
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arthritis. For two years she had had a 
tremor of her right arm, the left being very 
slightly affected. She had great difficulty in 
getting a hat that would fit her. 

Her past history was unimportant except 
that in 1920 she had had an attack of epi- 
demic encephalitis, with very severe in- 
somnia and delirium which was said to have 
lasted about eighteen months. Her habits 
were good, and her family history threw no 
light on her condition. 

Physical examination gave the following 
findings: height 4 feet, 1114 inches; weight 
12934, pounds; temperature 98.9 F.; pulse 
rate 84; respiratory rate 20; blood pressure 
140 systolic, 60 diastolic. Her head was 
large, with prominent frontal bosses, and 
there were tortuous temporal arteries. There 
was tenderness over the posterior end of 
the right zygoma just in front of the ear. 
She had a full upper dental plate and a 
partial lower plate. The neck was normal. 
The clavicles and ribs were very greatly 
thickened. There was a musical high-pitched 
systolic apical murmur transmitted to the 
axilla, but no other abnormal findings were 
detected in the heart. The lungs were nor- 
mal. The spine showed a kyphotic curving, 
rather than an angulation. It was _ not 
tender. The abdomen was normal. The 
femurs were thickened and bowed obliquely. 
The tibias were thickened, but bowed only 
slightly. There were varicose veins of mod- 
erate size in the lower extremities. There 
was marked thickening and bowing of the 
distal portions of the left radius and ulna. 
The corresponding bones on the right were 


much less involved. There was a marked 


static tremor of the right arm, a very slight 
There were no signs of 
pyramidal tract involvement. 

The patient was put on cobra venom ac- 
cording to the technique of Macht"), one- 
half ampule (214 mouse units) being given 
subcutaneously at the first dose, followed by 
a few daily doses of 1 ampule (5 mouse 
units) each. At this time she returned home 
and I was unable to follow her case further, 
but I sent a note to her physician suggesting 
that he continue the cobra venom at gradu- 
ally lengthening intervals if -it seemed to 
give adequate relief. 

In 1940 the patient returned to High 
Point for another visit, and I saw her on 
March 9, 1940. She stated that she had 
taken the cobra venom twice a week for a 
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number of doses, then once a week for sev- 
eral months. She obtained so much relief 
that she stopped taking it about Christmas 
time, 1939, and the pains had not been 
sufficiently severe to necessitate resumption 
of it since that time. She described her 
former pains as a feeling as if something 
exploded in her bones—sudden tearing pains 
—but she had not had any of such severity 
since the first few doses of venom. At 
Temple they had proposed giving her some 
“x-ray treatments in the neck” (parathy- 
roids?), but the relief from the venom was 
so great that this treatment was not used. 

A telephone call to a relative April 25, 
1942, revealed that the patient’s condition is 
essentially unchanged. During the past year 
she took about a half dozen doses of cobra 
venom because of a little pain, but found it 
unnecessary to continue medication as relief 
was prompt. 


Summary and Conclusions 


A case of osteitis deformans with very 
severe pains is described in which marked 
relief followed the administration of cobra 
venom according to the method of Macht’. 
Relief was obtained from the first few doses, 
and thereafter a few semi-weekly doses fol- 
lowed by weekly doses for about six months 
kept the patient comfortable. After that 
time treatment was discontinued temporari- 
ly, and only a few doses of venom have been 
required to keep the patient comfortable for 
two years. In this case, cobra venom appar- 
ently was the best treatment available, and 
the results would seem to justify its trial in 
other cases of osteitis deformans. 


The First Symptom of Appendicitis. — The first 
symptom of appendicitis is pain, always pain—never 
anything else. If some other symptom is first, the 
appendix is blameless. The site and severity of the 
pain is not constant, but pain comes first—William 
J. Carrington: Differential Diagnosis of Acute 
Lower Abdominal Lesions in the Female, J. M. Soc. 
New Jersey, 38:504 (Sept.) 1941. 


Appendicitis and Measles.—It is embarrassing to 
operate for appendicitis and find the mesenteric 
adenitis of what turns out to be measles. But once 
in a while pain, McBurney tenderness, rigidity, 
fever and leukocytosis antedate the rash. When the 
surgeon is called to see such a case he knows that 
appendicitis in childhood demands early operation 
because nature makes no effort to wall off the in- 
fection. He operates in good faith. Give him sym- 
pathy. He will blush for himself.—William J. Car- 
rington: Differential Diagnosis of Acute Lower Ab- 
dominal Lesions in the Female, J. M. Soc. New 


Jersey, 38:504 (Sept.) 1941. 


APHORISMS 


Collected by 
FREDERIC M. HANES, M.D., DURHAM 


Medical knowledge often lends itself to 
aphoristic statements, never perhaps wholly 
true, but frequently amusing and stimulat- 
ing. The following small collection is made 
up of direct quotations and of paraphrases, 
credit being given where the origin is known. 


Life is short, the Art long, Opportunity 
fleeting, Experience treacherous, and Judg- 
ment difficult—Hippocrates. 


As to Diseases, make a Habit of Two 


Things—to Help, or at least to do no Harm. 
—RHippocrates. 


If Disease and Treatment start together, 
the Disease will not win the Race. — Hip- 
pocrates. 


More Mistakes are made by not Looking 
than by not Knowing.—Jenner. 


The Art of Medicine is largely the A 
Noticing.—J. A. Ryle. aging 


Diagnostic Errors are more often due to 
Laziness than to Ignorance. 


Learn by the Experience of Others; your 
own may come too late. 


A Man will talk much of his Experience, 
and make the same Mistake every day. 


Never Catheterize in Spinal Cord Injuries: 
Shooting is more Humane! 


The Urinary Bladder does not rupture 
spontaneously. 


Simplicity and Clearness are the Elo- 
quence of Science.—Macaulay. 


One Thing the Consultant can always do 
that has not been done—a Rectal Examina- 
tion.—Osler. 


Chance favors the prepared mind.—Pas- 
teur. 

Listen attentively to the Patient; He has 
lived with his Disease longer than you have. 

Diathesis, Idiopathic, Essential—Words 
which not only Cover but Conceal. 

Law says: “If it’s Old it’s Sacred.” 

Medicine says: “It it’s Old it’s probably 
Wrong.” 

The Observer listens to Nature; the Ex- 


perimenter forces Her to unveil Herself. — 
Cuvier, 
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When People see a Man absurd in what 


They understand, They conclude the same of 
Him in what They do not understand.—Dr. 
Johnson. 


Blood means Cancer—until You’re sure it 
doesn’t. 

Always examine the Exact Spot of which 
the Patient complains—F. P. Hanes. 


The Life Line varies inversely with the 
Waist Line. 

The Greeks had a word for High Living: 
Hyperpiesis. 

Not all Headaches are due to Cerebral 
Tumor—but more than you think. 

The three P’s of Spinal Cord Tumor: 
“Pain, Paresthesia and Paresis”’. 

Restrain your Passion for saying Some- 
thing when there is Nothing to say.—Dr. 
Johnson. 

Blood in the Sputum should make You 
think of Something besides Epistaxis. 

The Tuberculous Patient who has a Hem- 
orrhage, and is alive when the Doctor gets 
there, will not die of the Hemorrhage.—D. 
T. Smith. 

Foul Sputum means Fusospirochetosis.— 
D. T. Smith. 

The Patient with extensive Lung Disease 
and little Sputum has Tuberculosis.—D. T. 
Smith. 

Lung Infarcts occur most often in ortho- 
pneic Patients. 

The three F’s: Fat, Fifty and Funeral. 


Snap Diagnoses are like Gold Plating— 
shiny but shallow. 


An Absolute Diagnosis is Dangerous: it 
closes the Avenue to further Thinking. 


A Diagnosis:is not a Procrustean Bed: 
the Facts can’t be stretched or cut to fit it. 


The Diagnosis must fit the Facts like a 
Glove. 


Unless the Diagnosis gives You an inner 
glow of Satisfaction it is probably wrong 
(N. B. Some observers glow more easily 
than others). ; 

All Diagnoses are provisional and subject 
to change without Notice. 


Diagnosis is to Disease what Harmony is 
to Music: any Discord is fatal. 
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When the Proper Technique is patiently 
pursued the Diagnosis makes Itself. 


Without a correct Diagnosis Therapy is 
blind and often harmful. 


; The Threads of all the Sciences are woven 
into the Fabric of the Clinic. 

“Amebic Dysentery”’’, which does not yield 
promptly to Adequate Therapy, is not Ame- 
bic Dysentery. 

A sick Doctor and a litigious Lawyer are 
equally pathetic. 


The three L’s of Longevity: Low weight, 
Low pulse rate and Low blood pressure. 


Diagnosis by intuition is a rapid method 
of arriving at a wrong conclusion.—J. C. da 


Costa. 


A SURGEON’S PRAYER IN WARTIME 
God of Battle, grant that the wounded 


may swiftly arrive at their hospital haven, 
so that the safeguards of modern surgery 
may surround them, to the end that their 
pain is assuaged and their brcken bedies are 
mended. 

Grant me as a surgeon, gentle skill and 
intelligent foresight to bar the path to such 
sordid enemies as shock, hernorrhage and in- 
fection. 

Give me plentifully of the blood of their 
non-combatant fellow man, so that their vi- 
tal fluid may be replaced and thus make all 
the donor people realize that they, too, have 
given their life’s blood in a noble cause. 

Give me the instruments of my calling so 
that my work may be swift and accurate; 
but provide me with resourceful ingenuity so 
that I may do without bounteous supplies. 

Strengthen my hand, endow me with vali- 
ant energy to go on through day and night; 
and keep my heart and brain attuned to duty 
and great opportunity. 

Let me never forget that a life or a limb 
is in my keeping and do not let my judgment 
falter. 

Enable me to give renewed courage and 
hope to the living and comfort to the dying. 

Let me never forget that in the battles to 
be won, I too must play my part, to the glory 
of a great calling and as a follower of the 
Great Physician. Amen. 


Christmas Night, 1941. 


John J. Moorhead, Col., M.C., in Hawaii M.J. 
1:157 (January) 1942. 
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HATS OFF TO HAWAII 


The most interesting medical journal that 
has come to this desk in a Jong time is Num- 
ber 3 of the first volume of the Hawaii Medi- 
cal Journal. Although the publication date 
given on the cover is January, the Journal 
did not arrive until the middle of April. The 
explanation is given in the first editorial: 

“The delay in the publication of this issue 
of the Journal is due in part to the pressure 
of activity following the events of December 
7th which delayed the preparation of ma- 
terial by the authors and in part to the 
necessity for securing permission from the 
office of the Military Governor for continu- 
ance of publication. That permission was 
finally received on January 15th... .” 

The whole issue breathes the spirit of 
American medicine at its best. The first 
page of reading matter is headed “War 
Came to Hawaii’, and briefly retells the 
story of the Pearl Harbor tragedy. Provi- 
dentially Dr. John J. Moorhead had gone to 
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Hawaii on December 4 to give an intensive 
postgraduate course in treating war in- 
juries. 
Following the first three lectures in the 


Journal, there is the heading “Burns”, under 
the date of Sunday, December 7, 9 a.m., and 


Never were lessons better timed. 


two sentences of explanation: 

“Dr. Moorhead had barely started to lec- 
ture on the subject of burns when the call 
came for surgeons to go immediately to 
Tripler Hospital. He joined the twenty or 
thirty civilian -physicians who started out 
immediately.” 

The next heading, dated December 11, is 
“Retrospect”. It is the report of a “Meeting 
of the Honolulu County Medical Society to 
review the experiences of the 7th and to 
present, with Dr. Moorehead as spokesman, 
uniform rules and regulations for the treat- 
ment of certain types of cases, adopted by 
the special committee.” 

Besides the lectures by Dr. Moorhead, 
there are other articles devoted to various 
phases of military medicine. Even obstetrics 
is given two articles, one reporting a case of 
eclampsia precipitated by the attack on 
Pear! Harbor, the other entitled “Obstetrics 
During Major Disaster.” As Dr. Schatten- 
burg writes in his preface to the latter, “The 
stork pays no heed to international affairs 
and does not discriminate between war and 
peace.” 

One of the most informative reports in 
the Journal was that of the Clinical Labor- 
atory on the experience with blood plasma 
during the emergency. This is full of such 
practical observations as the following: that 
“merthiolate. . . . in 1:10,000 concentration 
has practically no inhibitory effect” on bac- 
terial growth, and that “If plasma be made 
from blood in a minimum of time at a mini- 
mum of temperature, preserved frozen, and 
melted at 37 degrees, it is usually clear and 
may be administered as is. Plasma made 
under any other condition must be filtered— 
first, to keep from plugging the needle, and 
second, to keep from plugging the recipient's 
pulmonary capillaries.” 

A dramatic story of the Honolulu Blood 
and Plasma Bank is told by its director, Dr. 
Forrest J. Pinkerton. He first tells of how 
“wounded men ... very evidently marked 
for death .. . still live because of the life- 
giving plasma poured back into their veins.” 
Then he tells an even more dramatic sequel 
to this story. 
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“A call for donors was broadcast over 
local radio stations and the response was 
overwhelming. From a previous maximum 
of 8 donors a day, 4 days a week, volunteers 
were now being bled at the rate of 50 an 
hour, 10 hours a day, 7 days a week. This 
continued over a period of 2 weeks. Every 
available doctor and nurse was enlisted to 

“Men and women waited in line for hours. 
Soldiers stood their guns with fixed bayonets 
in the surgery hallway and rolled up their 
sleeves and helped; sailors gave their few 
precious hours of liberty to wait their turn. 
Mothers asked strangers to hold their small 
children and took their turns on the surgery 
tables. Civilian defense workers from Pear] 
Harbor, and workers from Red Hill, red 
eyed from long hours of welding, stopped by 
to donate before snatching a few hours rest. 
The whole crew and passengers from a 
Dutch ship came in a body to help their 
American allies, then hastened back to their 
boat to journey across a perilous sea. 

“A crew of husky iron workers in their 
oily work clothes came en masse; whole 
crews from dry docks and_ inter-island 
steamships; the dock workers and society 
folks waiting in line side by side to do their 
part. Sugar and pineapple plantation em- 
ployees came direct from their work in the 
fields... . 

“The question most commonly asked was 
‘How soon can I come again?’ ”’ 

In contrast to the pitiful unpreparedness 
of the army and navy officials at Pearl Har- 
bor was the attitude of the medical profes- 
sion. In response to a radiogram sent from 
the Office of Civilian Defense in Washington 
on December 9, urging that emergency field 
units be established as soon as possible, the 
Honolulu County Medical Society was able 
to reply that their first emergency field unit 
was demonstrated on April 4 (Army Day) ; 
that since then 18 such units with 120 per- 
sonnel each had been trained and set up 
throughout the City of Honolulu; and that 
within an hour or less after the attack these 
18 units went into action and 100 trucks 
were rolling to the scene of combat. 

This JOURNAL, speaking for the doctors 
of North Carolina, wishes to express admir- 
ation for the way in which the doctors of 
Hawaii lived up to the highest traditions of 
our profession. They have kept the faith, 
and their example should inspire us. 
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“SOCIAL SECURITY MEDICINE” 


The New York Times has certainly never 
championed the cause of organized medicine 
against those who would like to see the 
political medicine of Europe substituted for 
the American system. When the Social Se- 
curity Board, however, advocated a payroll 
tax of one per cent to provide hospital care 
for all workers, the Times was forced to gag 
at the proposal. In an editorial entitled 
“Social Security Medicine’? (March 22) this 
paper voiced a fervent protest on the ground 
that “it seems certain that standards would 
fall. What we have here is a form of com- 
pulsory health insurance, to which the best 
medical and economic opinion is opposed .. . 
An excellent beginning in solving the prob- 
lem of medical care has already been made 
by the American Hospital Association. .. . 
Promising experiments are now being made 
with plans that include the cost of medical 
and surgical services, with the result that 
beneficiaries receive fully twice as much for 
their money as they would under the Social 
Security Board’s plan.” 

The weekly magazine Look (April 7) pub- 
lished an interview with Wendell Willkie in 
the form of a catechism. Eighteen questions 
dealing with current events were answered 
bluntly and honestly. For the most part the 
answers were calculated to encourage the 
average citizen to cooperate with the ad- 
ministration. Question 7, however, was: 
“Do you see any sign that the New Dealers 
are trying to put over a social and economic 
revolution while national attention is di- 
verted to the war?” The answer was: ‘Yes, 
the attempt is still going on to a certain 
extent. That is one reason it is so hard to 
get into the war program the force and 
drive that come with united effort toward a 
single end.” 

The under-cover attempt to take advan- 
tage of the national emergency and of the 
medical profession’s preoccupation with its 
part in the defense program to fasten upon 
the country political medicine in its most 
objectionable form strongly corroborates Mr. 
Willkie’s statement. Write your congress- 
men and senators a protest against such a 
nefarious act, and urge your rganes and 
friends to do likewise. 
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HEMOGLOBIN AND PLASMA 
PROTEINS 

The blood plasma contains about seven 
grams of protein in each one hundred cubic 
centimeters. This circulating protein, com- 
posed of albumin and globulin, has several 
very important functions, a knowledge of 
which is of daily practical use to clinicians. 
An albumin fraction, prothrombin, is essen- 
tial to blood coagulation, and vitamin K is a 
necessary stimulus to its formation. 

A reduction of a few grams of protein in 
each hundred cubic centimeters of plasma— 
hypoproteinemia — results in very striking 
objective evidences of disease, the most com- 
mon of which is generalized edema; for 
water balance in the tissues is controlled in 
large part by the osmotic “pull” exerted by 
the molecules of protein in the capillary 
blood plasma. When the proteins of the 
plasma fall to about five grams per one 
hundred cubic centimeters, the “‘edema level”’ 
is reached, and fluids may pass into the 
tissues in large amounts. - 

Plasma proteins should not, however, be 
regarded as inert colloids which can be re- 
placed by colloids like acacia, for they fur- 
nish the vital proteins for cell metabolism. 
The evidence is that the albumin molecules 
pass directly through the cell membranes 
for metabolic use. The cells of the body, 
especially those of the liver, furnish in turn 
proteins to the blood, resulting in what 
Whipple’ has called a “dynamic equilibri- 
um” of plasma proteins. 

Hypoproteinemia is truly a “deficiency 
state”, whether it is due to undernutrition 
or to loss of albumin from chronic wounds, 
or from the kidneys, as is seen in the neph- 
rotic phase of glomerulo-nephritis. 

A great part of what accurate knowledge 
we possess of plasma protein formation, as 
well as of hemoglobin production, is due to 
the tireless work of Dr. George Whipple and 
his associates, and the article cited above 
should be read by every thoughtful phy- 
sician. The pioneer work of Whipple upon 
the influence of diet on hemoglobin forma- 
tion influenced Dr. George Minot in his dis- 
covery of the liver treatment of pernicious 
anemia, and both of these distinguished in- 
vestigators received a Nobel prize for their 
truly admirable scientific work. 

1. Whipple, G. H.: Hemoglobin and Plasma Proteins: Their 


Production, Utilization and Inter-Relation, Am, J. M. 
Sc, 208:477 (April) 1942, 
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NOSTRUMS AGAIN 


Within the memory of men not yet senile 
patent medicines were sold almost exclusive- 
ly to the laity through the medium of news- 
paper advertising. Fantastically expensive 
campaigns of high pressure advertising 
made Peruna, and other worthless nos- 
trums, household remedies. Such crude sales 
methods have gradually disappeared; for the 
manufacturers discovered that it was easier 
to sell their pseudo-scientific nostrums 
through the agency of the physician him- 
self. Today every physician’s mail is filled 
with highly ornate and expensive “litera- 
ture” vaunting the merits of compounds 
which the physician could easily prescribe 
himself, were he not too indolent or care- 
less. 

The clever use of half-truths, purveved 
under the guise of “scientific” writing, with 
worthless, but imposing bibliographies, con- 
vinces the physician who doesn’t wish to 
think, that he is prescribing intelligentiy for 
his patient. That this technique succeeds is 
evidenced by the ever increasing number 
and expensiveness of such publications. 

A glaring example of such impudence is 
furnished by the thoroughly misleading bro- 
chures of the Dios Chemical Company ad- 
vertising bromides. Their last booklet bears 
the impressive but idiotic title, “Research 
on Bromide Synergism’. The publication 


plainly states that it is the bromide ion that 


has a sedative action, and yet “synergism” 
is supposedly obtained by using a combina- 
tion of sodium, potassium and ammonium 
bromide! Such ignorant quackery would not 
deserve intelligent notice, except for the fact 
that the technique that obviously sells ‘“‘“Neu- 
rosine” is being used, more or less flagrant- 
ly, to make of the physician the willing tool 
of the nostrum vendors. 

There are honest pharmaceutical manu- 
facturers, and to these only are the pages of 
the NORTH CAROLINA MEDICAL JOURNAL 
available. It is highly desirable that every 
physician should adopt the same critical at- 
titude towards the remedies he prescribes. 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


CITY MEMORIAL HOSPITAL 
WINSTON-SALEM 


C. K., a 30 year old Negro man, was ad- 
mitted to the Kate Bitting Reynolds Me- 
morial Hospital because of dyspnea and 
edema on March 7, 1942, and died in less 
than forty-eight hours. 

On admission his chief complaint was 
shortness of breath, which was so severe 
that he was scarcely able to talk. His pres- 
ent illness was of approximately four years’ 
duration, and had begun with an attack of 
“acute nephritis” accompanied by high blood 
pressure, edema and blood in his urine. 
There had been exacerbations of these symp- 
toms yearly which lasted about one month. 
The present episode, however, began six 
months ago with swelling of the ankles and 
hands, and later of the abdomen. Twenty- 
four hours before admission he became 
dyspneic and when finally seen in the 
emergency room he was markedly ortho- 
pneic. 

His past history revealed no scarlet fever 
or symptoms of rheumatic fever, and no 
sore throat or tonsillitis. He had had no 
operations or other serious illnesses. The 
family history was not elicited. 

Physical examination on admission re- 
vealed a_ stocky, well developed Negro, 
markedly dyspneic and lying in a _ high 
Fowler’s position. There was marked gen- 
eralized edema of the trunk and extremities. 
His temperature was 99.5 F., his pulse 80, 
his respirations 24, and his blood pressure 
156 systolic, 96 diastolic. Examination of 
the head revealed nothing significant. There 
was slight bilateral proptosis. The neck veins 
were not seen to be engorged, because of 
the short, thick neck. The chest was sym- 
metrical. The lungs were full of moist rales. 
The heart sounds were not well heard. The 
abdomen was distended, and there was 
tympany in the upper portion and dullness 
in the flanks. Examination the following 
morning revealed essentially the same find- 
ings. The heart was enlarged to the left, 
the sounds were slurred and distant, and 
the rhythm was regular with a clear gallop. 
A fairly rough systolic murmur was heard 
at the apex. No murmurs were heard at 
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the aortic region. The pulmonic second 
sound was relatively increased. The blood 
pressure was 142 systolic, 110 diastolic. 
Moist rales were heard throughout the lung 
fields, but the breath sounds were definitely 
diminished over the whole left chest ante- 
riorly with dullness on percussion. Tactile 
fremitus and voice sounds were likewise de- 
creased. The impression was gained that 
there was fluid in the left pleural cavity and 
in the abdomen. The liver edge was not 
palpable, owing to the distention. 

On admission the urine was cloudy, amber, 
and acid with a specific gravity of 1.016, a 
4 plus reaction for albumin and a negative 
reaction for sugar. There were 22 white 
blood cells and innumerable red blood cells 
per high power field, 9 granular and 3 hyalin 
casts. A blood count on March 9 showed 
3,490,000 red blood cells, 10 Gm. of hemo- 
globin and 18,450 white blood cells with 88 
per cent granulocytes. On March 9 the non- 
protein nitrogen was 82 mg. per 100 cc., the 
creatinine 3.5 mg., total proteins 5.4 mg., 
albumin 1.8 mg. and globulin 3.6 mg. His 
blood Kline test gave a 1 plus (doubtful) 
reaction. 

On admission 560 cc. of blood was drawn 
off. The next morning, after receiving 
oxygen throughout the night, the patient ap- 
peared in much less distress. He had re- 
ceived morphine, 4 ampules of digalen, and 
50 ce. of 50 per cent glucose intravenously. 
At this time his temperature was 101 F., 
his pulse 88, and his respirations 32. After 
twenty-four hours he rapidly became coma- 
tose, with weak, rapid pulse and shallow, 
irregular respirations. He had received the 
equivalent of 13 grains of digitalis. In des- 
peration, thoracentesis was attempted and 
about 10 cc. of pinkish fluid was obtained 
from the pericardium. No fluid was obtained 
from either the pleural or peritoneal cavi- 
ties. He died shortly afterward. 


Discussion 


Dr. J. C. P. FEARRINGTON: The history of 
an acute kidney attack four years ago, with 
hematuria, fever, and high blood pressure; 
the orthopnea and present laboratory and 
physical findings lead me to believe that we 
are dealing with a chronic glomerular neph- 
ritis of four years’ duration, resulting in 
hypertension and the development of heart 
failure and passive congestion. 

Dr. W. L. GRIMES: Would he have that 


much fever with kidney damage? 
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Dr. J. C. P. FEARRINGTON: No. I think 
that is a secondary finding due to chronic 
passive congestion of the lungs. 

Dr. S. S. MILES: With a long standing 
chronic passive congestion can you get re- 
versal of the albumin-globulin ratio? 

Dr. J. C. P. FEARRINGTON: Yes. 

Dr. S. S. MILES: The blood pressure in 
cases of hypertension sometimes goes up 
terminally. 

Dr. J. C. P. FEARRINGTON: This man’s 
blood pressure apparently went down as a 
result of left cardiac hypertrophy, dilatation 
and failure with subsequent passive conges- 
tion and dropping of the peripheral circula- 
tion. Right heart failure then occurred. 

Dr. C. H. MAuUzY: How about the treat- 
ment? In acute failure would you not try 
to digitalize during the first twenty-four 
hours? 

Dr. J. C. P. FEARRINGTON: Thirteen cat 
units is enough to digitalize a man weighing 
130 pounds. We do not know how much this 
man weighed. 

Dr. S. S. MILES: We did not weigh him. 
He was too sick to be moved around in bed. 

Dr. MaAuzy: Is not the specific gravity 
high for a chronic nephritis? 

DR. FEARRINGTON: It is too high. 

Dr. T. T. Frost: He has a high polymor- 
phonuclear count. 

DR. GRIMES: How do you account for 
that and his fever? 

DR. FEARRINGTON: He did not have fever 
until the second day. He probably had a 
hypostatic pneumonia and congestive failure. 
I take it for granted that hypostatic pneu- 
monia was the terminal cause of death. 

Dr. GRIMES: Why did he go into coma 
so quickly? 
Dr. MILES: It looked like a case of pro- 
gressive heart failure. 

DR. GRIMES: Is there elevation of tein- 
perature with an acute nephritis? 

DR. FEARRINGTON: Yes. 

Dr. GRIMES: Perhaps the red blood cells 
in his urine resulted from an acute neph- 
ritis. 

DR. FEARRINGTON: I think they were due 
to the passive congestion. 

Dr. GRIMES: Do you have hematuria in 
passive congestion? 

DR. FEARRINGTON: I think there are two 
conditions in the kidney—a chronic glomer- 
ular nephritis and superimposed passive con- 
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gestion at the last. Both conditions might 
cause red blood cells in the urine. 


Clinical Diagnosis 


Chronic glomerular nephritis. 
Hypertension. 
Cardiac decompensation. 


Dr. Fearrington’s Diagnosis 


Cardiac hypertrophy, dilatation and fail- 
ure due to glomerular nephritis, of four 
years’ duration, and subsequent passive con- 
gestion from cardiac failure. 


Anatomical Diagnosis 


Cardiac hypertrophy and dilatation. 

Mural thrombi — right auricular append- 
age and apex of the right ventricle. 

Endocardial sclerosis. 

Chronic passive congestion of the lungs. 

Pulmonary infarction. 

Pulmonary edema. 

Nutmeg liver. 

Anasarca. 


Pathological Findings 


Dr. T. T. Frost: At autopsy the edema 
described clinically was still present. There 
were only a few hundred cubic centimeters 
of fluid in the abdomen, 100 ce. of fluid in 
the left thorax, and 200 cc. in the right. 
There was a small needle puncture wound 
in the anterior surface of the heart and a 
slight amount of blood clot in the pericardial 
cavity. The heart weighed 800 Gm. and 
showed marked hypertrophy of both ven- 
tricles, but predominantly of the left. The 
valves were all perfectly normal. The endo- 
cardium of the left ventricle showed a very 
marked fibrous thickening throughout the 
apical portion, and the trabeculae were 
largely converted into fibrous bands. There 
was a small mural thrombus in the apex of 
the right ventricle and a mural thrombus in 
the right auricular appendage. The cardiac 
muscle on transverse section showed several 
small reddish areas of acute degeneration 
and small areas of scarring, but these areas 
were not large or widespread. There was 
enough dilatation of the valvular rings to 
have produced any sort of murmur. The ~ 
coronaries showed some degree of intimal 
fibrosis but no great reduction in the size of 
their lumen. Microscopically the thickened 
endocardium in the left ventricle was found 
to be composed of slightly cellular, dense, 
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fibrous tissue without any evidence of in- 
flammatory reaction, either past or present. 
There were scattered infarcts in both lungs 
and there was marked hematogenous pig- 
mentation of the right lower lobe, which 
microscopically showed a large number of 
heart failure cells in the alveoli and lym- 
phatics. The liver was a typical nutmeg 
liver and microscopically showed wide dis- 
tention and thickening of the central veins 
with little normal liver parenchyma except 
immediately around the portal spaces. The 
kidneys together weighed 300 Gm. and were 
normal in size and appearance. A slight de- 
gree of fetal lobulation was present. Micro- 
scopic examination of numerous sections of 
the kidneys revealed that practically all of 
the glomeruli were essentially normal with- 
out any thickening of the basement mem- 
brane or of Bowman’s capsule, or lobulation 
of the tufts. An occasional glomerulus was 
transformed into a fibrous ball. There was 
no increased cellularity of the tufts and no 
adhesions between the tufts and Bowman’s 
capsule. The tubules showed a rather severe 
degree of cloudy swelling with granular ma- 
terial in their lumina and an occasional 
hyalin cast. There was moderate passive 
congestion visible in the veins between the 
collecting tubules. The arterioles showed a 
definite but slight sub-intimal thickening 
which was rather uniformly distributed 
throughout: the kidney. An. occasional small 
band perpendicular to the cortex showed 
fibrosis of some of the glomeruli and more 
marked thickening of the arterioles, but by 
a very conservative estimate at least 90 per 
cent of the. glomeruli were perfectly normal. 
The section of the adrenal seemed to show 
some hyperplasia of the cortical layers, in 
which the cells were rather deeply staining 


and appeared much more prominent than 


normal. Whether this has anything to do 
with the high blood pressure I will not say. 
The renal arteries showed some _ intimal 
fibrosis but not enough to cause any marked 
reduction in blood flow to the kidneys. There 
was no evidence of any type of obstruction 
in the excretory portion of the urinary tract. 
The prostate was not enlarged and the blad- 
der was thin-walled and lined by a smooth, 
glistening mucosa. The thyroid and the pit- 


‘uitary were not examined, but in the clinical 
picture which this man presented there is 


no evidence of either hyperthyroidism or 
basophilic adenoma of the pituitary, 
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This case is extremely interesting because 
of the typical picture of acute glomerular 
nephritis followed eventually by chronic 
glomerular nephritis, hypertension and car- 
diac failure, and the absence of any but in- 
cidental findings in the kidneys. An occa- 
sional case of hypertension is reported in 
which there are no lesions in the kidneys, 
but this is distinctly against the rule. The 
reversal of the albumin-globulin ratio in this 
case may probably have been due to the 
marked passive congestion of the liver which 
prevented the normal elaboration of albu- 
min. The hyalin casts and the red cells 
found in the urine may be considered a re- 
sult of the passive congestion of the kidneys 
caused by the failing myocardium. This con- 
dition in the kidneys also explains the pul- 
monary edema, passive congestion of the 
lungs, the nutmeg liver and the accumula- 
tion of fluid in the serous cavities. 


MEDICOLEGAL ABSTRACT 


J. F. Owen, M.D., LL.B. 
Raleigh 


Divorce: An insane person sued for divorce 
who has no general or testamentary guardi- 
an must defend by guardian ad litem. This 
provision must be strictly observed. 


In this case the plaintiff, the husband, obtained 
an absolute divorce from his wife in September. 
1938, on the grounds of two years’ separation. The 
divorce was granted upon authority contained in 
Consolidated Statutes 1659 (a), which is as follows: 
“Two years separation; either party. Marriages 
may be dissolved and the parties thereto divorced 
from the bonds of matrimony on the application of 
either party, if and when the husband and wife 
have lived separate and apart for two years, and 
the plaintiff in the suit for divorce has resided in 
the state for a period of one year.” It is quite 
difficult to understand why the above amendment 
would authorize a divorce from an insane person, 
especially when the separation is brought about in- 
voluntarily as a result of the act of an insane mind 
or when the patient is committed to a hospital for 
the treatment of a mental illness and there spends 
the statutory period of two years confined against 
his or her will. It is apparent that this would be 
taking an unfair advantage of a person and penal- 
izing the person for being in a condition for which 
he is in no way responsible. However, this is only 
a personal opinion and beside the point, inasmuch 
as this case is being cited in order to show that 
certain protection must be afforded a person non 
compos mentis when called to answer in court, re- 
gardless of the nature of the litigation. Especially 
is this true in suits for divorce. In the event that 
the provisions with reference to this protection are 
not strictly observed the resulting judgment may 
be set aside. 

In July, 1939, the attorney for the defendant, the 
wife, filed a motion to set aside the decree of di- 
vorce, alleging that at the time the action for 
divorce was instituted and the service of summons 
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was made upon the defendant she was insane, a 
fact well known to the plaintiff, and that she was 
not represented by a next friend or guardian ad 
litem, as required by law. This motion was heard 
before a judge of the Superior Court at chambers 
in October, 1939, and was dismissed because of 
failure to allege that the movant had a meritorious 
defense. Subsequently a next friend was appointed 
to represent the defendant in further proceedings, 
and a new motion was made to set aside the divorce. 
This motion was based on fraud and imposition on 
the court by the plaintiff in procuring the decree, 
since he knew that his wife was insane and had 
been for some time. The fact of her insanity and 
the failure to have appointed any guardian ad litem 
to represent her in the proceeding was also set up. 
This motion was heard before another judge-of the 
Superior Court in September, 1941, and after find- 
ing certain facts relative to the alleged insanity of 
the wife at the time the suit was instituted and 
relating to the merits of the defense, this judge 
rendered judgment setting aside the decree, where- 
upon the plaintiff appealed. 

When the case came on to be considered before 
the Supreme Court the Justice agreed with the 
lower court that the proper method to attack an 
irregular judgment such as this was by motion, and 
he made the following additional remarks: “Our 
procedure requires certain means of protection to 
be afforded a person, non sui juris, or non compos 
mentis, when called to answer in court. Some of 
them relate to service of process, and nonobserv- 
ance may result in a void judgment; others relate 
to the protection to be afforded them by represen- 
tation in the proceeding, and nonobservance may 
result in a judgment either void or merely irregu- 
lar. The statutes require that an insane person, 
having no general or testamentary guardian, shall 
defend by guardian ad litem and authorizes the 
court to appoint such guardian. It is said by the 
courts that the provisions of this statute should be 
«trictly observed. In Moore v. Gidney, 75 N. C., 
34, 38, the provisions are said to be mandatory, and 
not directory only. ‘Those who venture to act in 
defiance of them must take the risk of their action 
being declared void or set aside.’” The judgment 
setting aside the decree of divorce by the trial 
judge in this case was affirmed by the Supreme 
Court, the Court basing its opinion on the record, 
the evidence and the findings of fact made by the 
trial judge. It should perhaps be mentioned that 
one of the facts found in the trial of this case was 
that of insanity of the defendant, and while this 
was not the sole reason for setting aside the decree 
of divorce it was apparently one of the causes and 
in the absence of the others might have been suffi- 
cient to result in the same decision. (North Caro- 
lina Supreme Court, vol. 221, p. 19. Decision ren- 
dered spring term 1942.) 


Incidence of Syphilitic Meningitis. — Syphilitic 
meningitis is a relatively rare complication of 
syphilis, occurring in less than 0.5 per cent of the 
cases, and since emphasis has been placed on the 
value of arsenic in the treatment of early syphilis, 
the condition is now a clinical rarity. I have never 
seen it develop in a patient while receiving regular 
treatment with one of the arsenicals, but it was 
not an uncommon experience for the symptoms to 
have their onset while the patient was supposedly 
taking mercury rubs at home.—H. Houston Merritt, 
M.D.: The Early Clinical and Laboratory Manifes- 
tations of Syphilis of the Central Nervous System, 
New England J. Med. 223:447 (September 19) 1940. 
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ANNOUNCEMENTS FROM THE OFFICE 
OF CIVILIAN DEFENSE 


Hospitals To Be Reimbursed for Care of 
Civilian Casualties 


Payment for temporary hospitalization of civilians 
injured as the result of enemy action has been made 
possible by a recent agreement between Adminis- 
trator Paul V. McNutt of the Federal Security 
Agency and Director James M. Landis of the Office 
of Civilian Defense. The funds have been allocated 
to the U. S. Public Health Service by the Federal 
Security Administrator from funds made available 
to him from the President’s emergency fund. A 
joint memorandum embodying the details of the 
program has been isued by Surgeon General Thomas 
Parran of the U. S. Public Health Service and Dr. 
‘George Baehr, Chief Medical Officer of the Office of 
Civilian Defense. 

_ The plan provides that all hospitals caring for 
civilian casualties in the event of air raids or other 
enemy action will be reimbursed by the Federal 
government at a rate of $3.75 a day. This is the 
rate of reimbursement established by the Federal 
Board of Hospitalization for Federal beneficiaries 
in government hospitals and may be changed as 
conditions require, it was stated. 

Any hospital in the nation, voluntary or govern- 
mental, may be used as a casualty receiving hospital 
in the Emergency Medical Service established by the 
Medical Division of the Office of Civilian Defense. 
In addition, certain hospitals and other institutions 
in “safe areas” may be used as emergency base 
hospitals for casualties or other patients whom it 
may be necessary to evacuate from urban hospitals 
in exposed areas. The new agreement provides that 
Federally owned equipment may be loaned to the 
base hospitals and that their staffs will be supnle- 
mented by physicians of the region who will be 
commissioned in the reserve corps of the U. S. Pub- 
lic Health Service. It was emphasized that manage- 
ment and control of all hospitals, both local casualty 
receiving hospitals and emergency base hospitals, 
will remain the responsibility of the local or state 
authorities. 

In the establishment of emergency base hospitals, 
emphasis will be placed on the relative safety of 
the area and the availability of existing hospitals 
and other institutions. Hospitals are now being 
surveyed for this purpose and will be classified on 
a basis of size, equipment, and standards of opera- 
tion. 

It is proposed to begin immediately the organi- 
zation of medical staffs for future base hospitals 
as hospital units affiliated with casualty hospitals 
similar to the affiliated general hospitals of the 
Army. The physicians, surgeons, specialists and 
dentists who are to be commissioned in the Public 
Health Service Reserve for service in these hospitals 
will receive rank, pay and allowance equivalent to 
those of the Medical Corps of the U. S. Army. They 
will be selected from older age groups, from physi- 
cians with disabilities that make them ineligible for - 
military service and from women physicians. As 
far as possible, they will be assigned to service in 
the regions in which they live. Because they are to 
function as balanced professional staffs, they will 
be recruited from the staffs of civilian hospitals and 
cleared through the Procurement and Assignment 
Service. 
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Plan to Establish Blood Banks 


Hospitals in communities exposed to war hazards 
may receive assistance in the establishment of a 
bleod and plasma bank through funds availabie to 
the United States Public Health Service, which will 
be administered by it through the Medical Division 
of the United States Office of Civilian Defense. In 
addition to providing whole blood or liquid plasma 
for the current needs of hospitals, these blood banks 
as well as others already in operation are to accu- 
mulate a reserve supply of plasma for civilian cas- 
ualties caused by enemy action. Technical and bac- 
teriological safeguards are to be observed as recom- 
mended by the Subcommittee on Blood Substitutes, 
Division of Medical Sciences of the National Re- 
search Council. At the request of the Office of 
Civilian Defense, a technical handbook on blood and 
plasma banks has been prepared by this committee, 
which will be distributed by the Office of Civilian 


Defense to hospitals. 


State Hospital Officer 


Appointment of a state hospital officer as an 
official of Emergency Medical Service has_ been 
recommended by the Medical Division for densely 
populated states in the target areas. These areas 
are principally in the First, Second, Third, Fourth, 
Eighth and Ninth Defense Regions. ; 

The principal function of the hospital officer will 
be the planning of emergency base hospitals for the 
reception of civilian casualties and other hospital 
evacuees. An official memorandum sets forth his 
duties as follows: 

1. To survey the hospitals throughout the State 
(excluding those in the exposed cities) to de- 
termine how many beds can be put into imme- 
diate use in emergency with existing kitchen, 
laundry, sanitation and other engineering fa- 
cilities, 

(a) by clearing patients to their homes 

(b) by restricting admissions 

(c) by use of room not normally used for pa- 
tients 

(d) by rehousing medical and nursing staff 
and other hospital personnel outside the 
hospital 

(e) by use of neighboring buildings (schools, 
hotels, etc.) for patients (or staff) 

(f) by extra bed accomodation in temporary 
structures erected on available grounds 
adjacent to the hospital. ; 

2. To assist in designating for each casualty 
hospital or group of hospitals in each exposed 
city, 

(a) the line of evacuation to the base 

(b) the transport arrangements 

(c) the emergency base hospitals provision- 
ally allotted to each casualty unit. 

3. To keep constantly informed of the bed state 
of every hospital in his area by weekly re- 
turns. 

4. To advise the Office of Civilian Defense, 
through the Regional Medical Officer, on the 
need for providing additional accommodations, 
e.g., by temporary construction or by convert- 
ing convalescent homes, hotels, school dormi- 
tories or other structures into hospitals. 

5. To report to the Regional Medical Officer of 
the Office of Civilian Defense any exceptional 
conditions requiring action (e.g. beyond state 
boundaries, or required by the needs of the 
military situation) and to forward to him 
copies of a monthly summary report on the 
State’s emergency hospital program. Where 
a hospital outside a State boundary is readily 


accessible for the reception of casualties from 
an exposed city, this fact should also be noted. 

6. To maintain constant touch with the other 
service departments of the State Defense 
Council (e.g. evacuation, etc.). 

7. To supervise the distribution of medical and 
hospital supplies under the direction of the 
State Civilian Defense Property Officer and 
report any threatened deficiency to the Re- 
gional Medical Officer. 

8. To supervise staff arrangements for emer- 
gency base hospitals and for reception areas. 

9. To control movements of medical and nursing 
staff, as well as of casualties in any situation 
affecting emergency base hospitals. 

The hospital officer must work in close collabora- 
tion with the state evacuation authority, the mem- 
orandum points out. In addition, he may find it 
necessary to collaborate with the state officer in 
charge of institutions for the care of mental pa- 
tients, if such hospitals are to be used as emergency 
base hospitals for the reception of casualties and 
other patients evacuated from urban hospitals. 
Transport arrangements are to be handled in collab- 
oration with the evacuation authorities of the state 
and the military authorities of the area. 


Chemical Warfare Course 


Twenty-five physicians from the First, Second and 
Third Defense Regions attended a special course on 
“Medical Aspects of Chemical Warfare Agents” at 
the University of Cincinnati College of Medicine, 
February 23-26, inclusive, under the auspices of the 
Medical Division of the Office of Civilian Defense 
with the cooperation of the Chemical Warfare Ser- 
vice of the U. S. Army. It is expected that the 
class will be repeated for physicians of other regions 
in the coming months. 


New Publications 


“Protection of Hospitals,” Bulletin No. 3 of the 
Medical Division of the Office of Civilian Defense, 
prepared in collaboration with a special committee 
of the American Hospital Association, has now 
come from the press in its official form. It was 
previously published in several hospital journals in 
order that the material could be used by hospitals at 
the earliest possible moment. 

The bulletin discusses protection of hospitals 
against air raids under the following heads: Pro- 
tection of building fabric, patients and personnel; 
protection of glass; ventilation: protection against 
fire; rescue squads; air raid shelters; blackout regu- 
lations; protection of utilities; facilities for care of 
casualties; unit system and reserve stocks; the am- 
bulance entrance; morals; distribution of casualties 
to wards. 


Campaign for Diphtheria and Smallpox 


Immunization 


The Office of Civilian Defense, at the request of 
the Children’s Bureau of the U. S. Department of 
Labor, is cooperating with the Conference of State 
and Provincial Health Authorities of North America 
and the Children’s Bureau in promoting a campaign 
for the immunization of children against diphtheria 
and smallpox. In a memorandum to Regional Offi- 
cers, the Director of the Office of Civilian Defense 
directed Regional Medical Officers and Assistant 
Regional Directors in charge of Volunteer Partici- 
pation to urge state and local medical defense offi- 
cials to support the health officers in their communi- 
ties in this activity as a measure for wartime pro- 
tection of the civil population. ; 
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Appointments and Staff Changes 

Dr. Thomas B. McKneely, Past Assistant Senion 
in the U. S. Public Health Service, has been assigned 
to the Medical Division, Office of Civilian Defense, 
by the Surgeon General of the U. S. Public Health 
Service to assist in the organization of emergency 
medical services throughout the United States. 

Mr. Daniel Williams Evans, senior sanitary engi- 
neer, Farm Security Administration, U. S. Depart- 
ment of Agriculture, has been appointed to the 
staff of the Sanitary Engineering Section of the 
Office of Civilian Defense. It is expected that he 
will be assigned to the Fourth and Eighth Civilian 
Defense Regions. 

Mr. Evans is commissioned in the U. S. Public 
Health Service Reserve. 

Dr. Burt A. Dyar, regional medical officer for the 
Farm Security Administration with headquarters 
in Indianapolis since September 1939, has been ap- 
pointed Regional Medical Officer for the Fourth 
Civilian Defense Region. His headquarters are in 
Atlanta. 

Dr. Judson D. Dowling, recently Regional Medical 
Officer in the Fourth Region, has been assigned to 
the States Relations Division, U. S. Public Health 
Service. 

Dr. Wallace D. Hunt, Regional Medical Officer for 
the Ninth Civilian Defense Region with head- 
quarters in San Francisco, has been transferred to 
Omaha, Nebraska, as Regional Medical Officer of 
the Seventh Region. Dr. Leonard A. Scheele of the 
headquarters staff in Washington is acting Regional 
Officer in the Ninth Region. 


DECONTAMINATION OF EYES AFTER 
EXPOSURE TO LEWISITE AND MUSTARD 


Since publication of the Office of Civilian Defense 
handbooks, “First Aid in the Prevention and Treat- 
ment of Chemical Casualties” and “Protection 
Against Gas,” further experience has shown that 
the 2% solution of hydrogen peroxide recommended 
for the treatment of eyes following Lewisite burns 
may be injurious if used undiluted. The Chemical 
Warfare Service now recommends a single instilla- 
tion in the eyes of a 0.5% solution of hydrogen 
peroxide as soon as possible after contamination 
with Lewisite. This solution may be prepared by 
diluting one part of a 2% solution with three parts 
of water, or one part of a 3% solution with five 
parts of water. The solution usually found in drug 
stores is the U. S. P. strength of 2.5 to 3.5 per cent 
hydrogen peroxide. A 0.5% solution of potassium 
permanganate has also been found effective as an 
eye instillation following exposure to Lewisite. 

In planning decontamination stations, the Medical 
Division, Office of Civilian Defense, recommends that 
provision be made near the entrance of the second 
or shower room for the irrigation of the eyes of con- 
taminated persons. The schematic sketch of a de- 
contamination station in the Office of Civilian De- 
fense publications mentioned above shows the irri- 
gation of eyes in the dressing room, whereas this 
should be carried out in the second or shower room 
before the bath is given. Delay until the casualty 
reaches the dressing room will result in more seri- 
ous injury to eyes which have been contaminated 
with mustard or Lewisite. 


ANNOUNCEMENT FROM THE CHARLOTTE 
RECRUITING AND INDUCTION DISTRICT 


The Headquarters, Fourth Corps Area, at Atlanta, 
Georgia, has requested the Medical Officer on duty 
at the District Recruiting and Induction Station, 
Charlotte, North Carolina to contact all physicians 


of this District with a view to their application as 
Medical Officers of the Army of the United States. 
This District includes the two states of North and 
South Carolina. 

The Army requires the services of approximately 
twelve thousand Medical Corps Officers and the need 
is urgent. The greatest proportion of these officers 
will be taken from the age group under 45 years, 
and appointments in the various specialties of med- 
icine will be available. 

The following is the general procedure for appli- 
cation, and further details may be obtained at any 
District Recruiting Office. These forms, dealing 
with training and experience, must be filled in by 
the applicant, these forms being obtained from the 
above mentioned stations. Also, a final type physi- 
cal examination must be obtained from a Board of 
army medical officers and the completed papers then 
will be sent to the Headquarters, Fourth Corps Area 
at Atlanta, Georgia. 

Any communications concerning this subject 
should be adressed to Medical Officer, Charlotte Re- 
cruiting District Headquarters, Post Office Build- 
ing, Charlotte, North Carolina. 


PROCUREMENT AND ASSIGNMENT SERVICE 
FoR PHYSICIANS 
Two new members have been added to the Cen- 
tral Committee for the Procurement and Assign- 
ment Service for Physicians in North Carolina. They 
are Dr. E. S. Boice of Rocky Mount and Dr. H. D 
Walker of Elizabeth City. 


BULLETIN BOARD 


EIGHTY-NINTH ANNUAL SESSION 


OFFICIAL CALL 


According to the By-Laws, as amended at the 
1940 session, the House of Delegates will convene 
at Charlotte in the Ball Room of Hotel Charlotte, 
Monday afternoon, May 11, 1942, at 2:00 o’clock. 


F. Webb Griffith, President 


Attest: 
Roscoe D. McMillan, Secretary-Treasurer 


PRoGRAM oF THe MepIcAL Society 
Monday, May 11, 1942 


9:00 a. m. — Registration Booth Opens 


2:00 p.m.— First Meeting of the House of Dele- 
gates (Ball Room) 


5:30 p.m.— Intermission, House of Delegates 
8:00 p.m.— House of Delegates Reconvenes (Ball 
Room) 


Tuesday, May 12, 1942 


7:30 a.m. — Presidents’ and Secretaries’ Breakfast 
(Private Dining Room, Hotel Char- 
lotte) 


8:00 a.m. — Registration Booth Opens 
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FIRST GENERAL SESSION 
(Ball Room) 


9:30 a.m.—Call to Order, Roscoe D. MeMillan, 
M.D., Chairman Committee ‘on 


Arrangements. 


Invocation — Bishop Clare Purcell, 
Charlotte 
Announcements — 


Presentation of the President—- 


9:50 a.m. — President’s Address—F. Webb Griffith, 
M.D., Asheville 
_m.— Presentation of President’s Jewel — 
ee President-Elect Donnell B. Cobb, M.D., 
Goldsboro 
10:20 a.m.— Fred W. Rankin, M.D., President- 
Elect American Medical Association, 
Lexington, Ky., (McBrayer Memorial 
Lecturer and Guest Speaker)—‘The 
Doctor in Washington”. 
11:00 a.m.— Report of Committee on Award of 
Moore County Medal for Best Paper 
Read in 1941 Session and Presentation 
of Medal to Walter R. Johnson, M.D., 
Asheville, for his paper on “Is Diver- 
_ticulitis of the Colon a_ Surgical 
Disease ?” 
Hubert A. Royster, M.D., Chairman, 
Raleigh 
A. MeN. Blue, M.D., Carthage 
Charles Hartwell Cocke, M.D., Ashe- 
ville 
11:10 a.m.— Report of Obituary Committee: 
J. B. Cranmer, M.D., Chairman, 
Wilmington 
J. A. McCracken, M.D., Waynesville 
J. W. Harbison, M.D., Shelby 
11:20 a. m.— Brigadier-General Henry C. Coburn, 
Commanding Officer, Fort Bragg — 
“The Responsibility of the Civilian 
Physician in the War Emergency”. 
(Guest Speaker) From Section on 
Practice of Medicine. 
12:00 m. —Jasper S. Hunt, M.D., Charlotte — 
“Pediatrics, A Changing Specialty”. 
From Section on Pediatrics. 
12:20 p.m. — Visit our Scientific and Commercial 
Exhibits. 
12:30 p.m.— Alumni Luncheons: 
Wake Forest — President Eric Bell, 
M.D., Wilson 
Duke—President Jay M. Arena, M.D., 
Durham 
(Chas. H. Gay, M.D., Charlotte, in 
charge of Arrangements) 
U. N. C.—President Karl B. Pace, M. 
D., Greenville 


SECTION MEETINGS 
Tuesday, May 12, 2:30 p.m. 


SECTION ON OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


(Memorial Hospital) 


O. B. Bonner, M.D., High Point, Chairman 
_Amzi J. Ellington, M.D., Burlington, Secretary 


J. M. Northington, M.D., Charlotte—‘Development 
and Highest Usefulness of Certain Specialties”. 
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Edgar A. Thacker, M.D., Goldsboro—“Osteomyelitis 
of Frontal Bone’. 


McLean B. Leath, M.D., High Point—“Mastoiditis”. 


Capt. J. B. Miller, M.D., Fort Bragg—“Some Mili- 
“tary Aspects of Eye, Ear, Nose and Throat’. 


V. M: Hicks, M.D., Raleigh—“The Problem of the 
Blind and Visually Handicapped in North Caro- 
lina”. (Before the Second General Session on 
Wednesday afternoon, May 13.) 


Trip through Charlotte Eye, Ear, Nose and Throat 
Hospital—Courtesy of Staff. 


SECTION ON SURGERY 
(Memorial Hospital) 


Tuesday, May 12, 2:30 p.m. 
Hubert A. Royster, M.D., Raleigh, Chairman 


Hubert A. Royster, M.D., Raleigh, Chairman’s Ad- 
dress—“The Plight of the General Surgeon”. 


D. B. Koonce, M.D., Wilmington— “Local Use of 
Sulphonamide Preparations”. 


E. P. Alyea, M.D., Durham—“Castration for Carci- 
noma of the Prostate Gland”. 


Joshua Tayloe, M.D., Washington—“Ruptured Duo- 
denal Ulcer”, 


R. H. Crawford, M.D., Rutherfordton—“Tleo-vaginal 
Fistula”. 

Alexander Webb, Jr., M.D., Raleigh—“Immediate 
Post-operative Feeding”’. 


H. H. Bradshaw, M.D., Winston-Salem—“The Surgi- 
cal Treatment of Cancer of the Lung”. (Before 
the Second General Session, Wednesday After- 


noon, May 13.) 


SECTION ON PRACTICE OF MEDICINE 


(Medical Library—Professional Building, 
403 N. Tryon St.) 


Tuesday, May 12, 2:30 p.m. 
O. Norris Smith, M.D., Greensboro, Chairman 


Explanatory Note: This year’s program repre- 
sents an innovation which we hope will please you. 
Instead of a half dozen lengthy papers, we have 
arranged a “‘shot-gun” clinic, consisting almost en- 
tirely of very brief and practical presentations, the 
majority of which should appeal to any physician 
primarily interested in medicine. Whether favorable 
or unfavorable, we would appreciate your reaction 
for the guidance of next year’s chairman. 


M. A. Griffin, M.D., Asheville—“The Treatment of 
Chronic Alcoholism” (5 mins.) 


G. L. Donnelly, M.D. and Russel L. Holman, M.D., 
Chapel Hill—“The Stimulating Influence of 
Sodium Citrate on Cellular Repair in the Kid- 
ney Injured by Uranium Nitrate” (3 mins.) 

Dan N. Stewart, M.D., Hickory—“Pentosuria” (3 
mins.) 

J. Fred Merritt, M.D., Greensboro—“Morphine-in- 
Gelatin for Addiction Therapy” (3 mins.) 
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George T. Harrell, M.D., Winston-Salem—“Essential 
Drugs for the Physician’s Bag” (15 mins.) 

C. F. Strosnider, M.D., Goldsboro—“Hookworm—An 
Etiologic Factor in Duodenitis” (5 mins.) 
Archie A. Barron, M.D., Charlotte—“Experience in 
Treatment of Certain Mental and Nervous Dis- 

orders by Prefrontal Lobotomy” (3 mins.) 


Josevh B. Stevens, M.D., Greensboro—‘Economy in 
Vitamin Medication” (12 mins.) 

D. S. Martin, M. D., Durham—‘“Intracutaneous vs. 
Subcutaneous Vaccination—comparison of_ im- 
munologic responses to both methods” (5 mins.) 


Symposium on Psychotherapy (3 mins for each 
speaker): 

I. Matte-Blanco, M.D., Durham—‘Psychoanaly- 
tic Therapy” 

H. Loewenbach, M.D., Durham—‘Electric Shock 
Therapy” 

L. Alexander, M.D., Durham— “Hypnosis in 
Therapy” 

M. H. Greenhill, M.D., Durham—“Therapy with- 
in Psychosomatic Medicine” 

Wingate M. Johnson, M.D., Winston-Salem— “The 
Use of Nicotinic Acid in Vincent’s Infections” 
(3 mins.) 

Robert L. McMillan, M.D., Winston-Salem—‘A New 
Physical Sign in Infarction of the Lung” (3 
mins.) 

John Williams, M.D., Winston-Salem—“The General 
Principles Concerned in the Treatment of Hy- 
pertension” (5 mins.) 

Tinsley R. Harrison, M.D., Winston-Salem—‘‘Some 
Common Causes of Recurrent Attacks of Weak- 
ness” (3 mins.) 

Brigadier-General Henry C. Coburn, M.D., Fort 
Bragg—‘“The Responsibilities of the Civilian 


Physician in the War Emergency” (40 mins.) 
(Before the First General Session, Tuesday 


morning, May 12.) 


SECTION ON PEDIATRICS 
(Tryon Room) 


Tuesday, May 12, 2:30 p.m. 


E. K. McLean, M.D., Charlotte, Chairman 
Charles H. Gay, M.D., Charlotte, Secretary 


Jay M. Arena, M.D., Durham—‘“The Use of Sulfo- 
namide in Syphilitic Interstitial Keratitis”. 


Frank Howard Richardson, M.D., Black Mountain— 
“A Suggested Program for Preventive Inocula- 
tions”. 
Jasper S. Hunt, M.D., Charlotte — “Pediatrics, A 
Changing Specialty”. (Before the First General 
Session, Tuesday morning, May 12.) 


Charles H. Gay, M.D., Charlotte—“Results of Five 
Year Study of Management of Infants Born of 
Syphilitic Mothers”. 
John LaBruce Ward, M.D., Asheville—‘The Bookish 
Theoric”’. 
Angus McBryde, M.D., Durham—“The Problems of 
the Premature Infant in North Carolina”, 


PRESIDENT’S NIGHT 
(Ball Room) 
Tuesday, May 12, 1942 
(Dress as You Please) 


7:00 p.m.— Banquet— Oren Moore, M.D., Char- 
lotte, Toastmaster; Humorous Ad- 
dress— “Circumstances of the Occa- 
sion”, James E. Gheen, New York 
City. 

10:00 p.m.— President’s Ball. 


Wednesday, May 13, 1942 
8:00 a. m. — Registration Booth Opens 


SECTION MEETINGS 
Wednesday, May 13, 9:00 a.m. 


SECTION ON PUBLIC HEALTH AND 
EDUCATION 


(Tryon Room) 
P. Y. Greene, M.D., Burlington, Chairman 


A. W. Makepeace, M.D., School of Public Health, 
University of North Carolina—‘“The North 
Carolina Pediatric-Obstetric Refresher Course”. 
Discussion to be led by R. B. Lawson, M.D., 
School of Public Health, University of North 
Carolina. 


Lucy E. Morgan, M.D., Health Education Consultant, 
United States Public Health Service—“The Epi- 
demiology of Health Education”. Discussion to 
be led by Malcolm T. Foster, M.D., Health 
Officer, Cumberland County. 


Ernest A. Branch, D.D.S., Director Division of Oral 
Hygiene, State Board of Health—“Dentistry’s 
Contribution in Reducing Maternal Deaths”. 
Discussion to be led by Emmett Lupton, M.D., 
Graham. 


Irma Henderson-Smathers, M.D., Asheville —“A 
Study in Contraception. Report of Birth Con- 
trol Clinic, Two Years’ Operation”. (Before the 
Second General Session, Wednesday afternoon, 
May 13.) 


SECTION ON GYNECOLOGY AND OBSTETRICS 


(Medical Library—Professional Building, 
403 N. Tryon St.) 


Wednesday, May 13, 9:00 a. m. 
E. W. Franklin, M.D., Charlotte, Chairman 


Oren Moore, M.D., Charlotte—‘Roentgenology as 
an Aid to the Obstetrician”. (Before the Second 
<= Session, Wednesday afternoon, May 

Arthur Grollman, M.D., Endocrinologist, Bowman 
Gray School of Medicine of Wake Forest Col- 
lege, Winston-Salem—“The Female Sex Hor- 
mone in Obstetrics and Gynecology”, 


‘ 
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Ivan Procter, M.D., Raleigh—‘Non-Specific Cervical 
Infections as Cause of Upper Pelvic Pathology”. 

James B. Lounsbury, M.D., Wilmington—“Advances 
and Limitations of the Treatment of Gonorrhea 
in the Female”. 

Frank R. Lock, M.D., Associate Professor of Obstet- 
rics, Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem — “Bleeding 
Associated with Intra-Uterine Death of the 
Fetus”. 

R. B. Dunn, M.D., Greensboro—“Threatened Abor- 
tions”. 


SECTION ON GENERAL PRACTICE OF 
MEDICINE AND SURGERY 


(Ball Room) 
Wednesday, May 13, 9:00 a.m. 
R. E. Smith, M.D., Mt. Airy, Chairman 


Paul F. Whitaker, M.D., Kinston—“The Pathologic- 
Physiology of Certain Gastro-Intestinal Com- 
plaints”. (Before the Second General Session, 
Wednesday afternoon, May 13.) 

M. D. Bonner, M.D., Jamestown—“A Brief Discus- 
sion of Bronchiectasis”. 

W. J. Lackey, M.D., Fallston—“The Injection Treat- 
ment of Certain Conditions by the General Prac- 
titioner”’. 

Chauncey L. Royster, M.D., Raleigh—“Early Diag- 
nosis of Shock”. 

George F. Parker, M.D., Asheville — “Ano-Rectal 
Disorders and the Genera] Practitioner”, with 
lantern illustrations. 

Samuel F. Ravenel, M.D., Greensboro—“Practical 
Points in Pediatrics”. 


10:00 a.m.— Last Meeting of the House of Dele- 
gates (Club Room First Presbyterian 
Church — Across Street from Hotel 
Charlotte.) 


12:00 m. —Conjoint Session of the Medical So- 
ciety of the State of North Carolina 
and the State Board of Health. 


12:30 p.m. — Alumni Luncheons: 


University of Pennsylvania — Presi- 
dent W. B. Bradford, M.D., Char- 
lotte 


Jefferson — President Karl B. Pace, 
M.D., Greenville 


SECOND GENERAL SESSION | 
(Ball Room) 


2:00 p..m.—V. M. Hicks, M.D., Raleigh—“The 
Problem of the Blind and Visually 
Handicapped in North Carolina”. 
From Section on Ophthalmology 
and Otolaryngology. 


2:20 p.m. —H. H. Bradshaw, M.D., Winston-Salem 
—‘“The Surgical Treatment of Can- 
cer of the Lung”. From Section on 
Surgery. 
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2:40 p.m.—Irma_ Henderson-Smathers, M.D., 
Asheville—“A Study in Contracep- 
tion. Report of Birth Control Clinic, 
Two Years’ Operation”. From Sec- 
tion on Public Health and Education. 


3:00 p.m.— Oren Moore, M.D., Charlotte—“Roent- 
genology as an Aid to the Obstet- 
rician”. From Section on Gyne- 
cology and Obstetrics. 


3:20 p.m.— Paul Dudley White, M.D., Boston, 
Mass., (Guest Speaker) — “Recent 
Advances in the Diagnosis and 
Treatment of Cardiovascular 
Disease”. 


4:10 p.m.— Paul F. Whitaker. M.D., Kinston— 
“The Pathologic-Physiology of Cer- 
tain Gastro-Intestinal Complaints”. 
From Section on General Practice 
of Medicine. 


THIRD GENERAL SESSION 
(Ball Room) 


4:45 p.m.— Report of House of Delegates. 
5:00 p.m. — Unfinished Business 
5:05 p.m. — New Business 


5:15 p.m.— Installation of President Donnell B. 
Cobb, M.D., and President-Elect by 
retiring President F. Webb Griffith, 
M.D. 


5:25 p.m.— Remarks by President and President- 
Elect 


5:35 p.m. — Adjourn Sine Die. 


NORTH CAROLINA PUBLIC HEALTH 
ASSOCIATION 


Twenty-second Annual Meeting 


. May 14 and 15, 1942 
Hotel Charlotte, Charlotte, N. C. 


President—Dr. R. E. Rhyne, Gastonia 
Vice-President—Dr. N. Thos. Ennett, Greenville 
Secretary-Treasurer—Dr. Ralph J. Sykes, Raleigh 


THURSDAY MORNING, MAY 14, 9:00 A. M. 


FIRST GENERAL SESSION 


President R. E. Rhyne, Presiding 
Registration from 9:00 to 10:00 A.M. 


1. Invocation. 
2. President’s Address—Dr. R. E. Rhyne. 
8. Medical and Public Health Aspects of Civilian 


Protection—Dr, Hubert B. Haywood, Raleigh, 
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4. Public Health Nurses’ Role in National Defense 
—Miss Bertha L. Allwardt, R.N., U.S. Public 
Health Service. Discussion—Miss Ruth Haye, 
School of Public Health, Chapel Hill. 


5. Oral Hygiene in National Defense—Dr. J. N. 
Johnson, Goldsboro. Discussion—Dr. E. A. 
Branch, Raleigh. 


6. Importance of Venereal Disease Control in Army 
and Civilian Defense and Method of Approach 
—Dr. N. B. Hon, U.S. Public Health Service, 
Washington, D.C. 


7. Making Health Education a Defense Priority— 
Dr. Lucy Morgan, U.S. Public Health Service, 
Washington, D.C. Discussion—Dr. J. C. Knox, 
Raleigh. 


THURSDAY AFTERNOON, MAY 14, 2:00 P.M. 
SECOND GENERAL SESSION 


President R. E. Rhyne, Presiding 


1. Conduct of Venereal Disease Clinices—Dr. R. D. 
Wright, Raleigh. Discussion—Dr. J. Lindsay 
Cook, Greensboro. 


2. Problems in Enforcing Public Health Laws— 
Professor Albert Coates, Institute of Govern- 
ment, Chapel Hill. Discussion— Dr. E. R. 
Hardin, Lumberton. 


3. Paper by Sanitarians’ Section—To be announced. 
4. Personnel Problems—Dr. R. E. Fox, Raleigh. 


5. Business Session. 
THURSDAY EVENING, MAY 14, 7:00 P. M. 


President R. E. Rhyne, Presiding 
1. Dinner—Charlotte Hotel. 


2. Introduction of Guest Speaker —Dr. Carl V. 
Reynolds, Raleigh. 


3. Disease and Crime—Edwin Gill, N.C. Commis- 
sioner of Paroles, Raleigh. 


4. Dance—Ballroom, Charlotte Hotel. 
SECTION MEETINGS 


HEALTH OFFICERS’ SECTION. 


Chairman—Dr. Z. P. Mitchell 
Secretary—Dr. W. P. Richardson 


FRIDAY MORNING, MAY 15, 9:30 A.M. 


1. Delivery Service Demonstrations in North Caro- 
lina—Dr. G. M. Cooper, Dr. W. P. Richardson, 
and Dr. W. R. Parker. 


2. The Care of Premature Infants—Dr. Robert B. 
Lawson. 


8. The Sulfonamide Drugs in the Treatment of 
Gonorrhea—Dr. H. P. Harrell. 


4. The Use of a Mobile Clinic in the Local Health 
Program—Dr. W. K. McDowell. 


Discussion—Dr, W. P, Richardson, 


SCIENTIFIC EXHIBITS 


Ninth Medical Battalion, Fort Bragg, N.C., “A Clearing Com- 
pany, Medical Department, U.S. A."—In charge of Major 
0. C. Paciulli 

Verne S. Caviness, M.D., Thomas L. Umphlet, M.D., and 
Chauncey Royster, M.D., Raleigh, from Cardiovascular 
Department of Rex Hospital—‘Sulfocyanates and Blood 
Pressure”’. 

R. T. Bellows, M.D., Charlotte, ‘“‘Psycho-Surgery” and “Trau- 
matic Diabetes Insipidus”. 

Addison Brenizer, M.D., Charlotte, ‘‘Ureteral Transplantation”. 

J. A. Elliott, M.D. and David G. Welton, M.D., Charlotte, 
“Skin Cancer” 

R. B. McKnight, M.D., Charlotte, “‘The Histology of the Vari- 
ous Goiters’’. 

L. C. Todd, M.D., Charlotte, “Inhalant Fungus Allergy”. 

Raymond Thompson, M.D., and W. E. Daniel, M.D., Charlotte, 
“Renal Anomalies”’. 

Claude B. Squires, M.D., and A. M. McDonald, M.D., Char- 

lotte, “Urological Exhibits” 

William Allan, M.D., Charlotte, “Prevention of Hereditary 
Diseases”’. 

R. B. McKnight, M.D., Charlotte, ‘‘A Modern Library’, Meck- 
lenburg County Medical Society. 

Exhibits from Memorial Hospital, Charlotte: 
1. Department of Pathology 
2. Padiology 
3. Surgery 
4. Artificial Fever Therapy 

Carolina Chapter of American Physio-Therapy Association, 
“Model Physio-Therapy Department”. 


COMMERCIAL EXHIBITS 


A. S. Aloe Company, St. Louis, Mo., Spaces No. 25 and 26 


——— Hospital Supply Corp., Chicago, Ill., Spaces 53, 54 
and 55 


Bilhuber-Knoll Corporation, Orange, N. J., Spaces No. 7 and 8 
The Borden Company, New York City, Space No. 6 
Camel Cigarettes, New York City, Spaces No. 35 and 36 


Commercial Casualty Insurance Co., Newark, N. J., Space No. 
27-—Representative, Mr. J. L. Crumpton, Durham, N.C. 


Doak Company, Inc, Hyattsville, Md., Spaces No. 38 and 89 
Doho Chemical Company, New York City, Spaces No. 81 and 
32 


Eli ~~ and Company, Indianapolis, Ind., Spaces No. 13 
and 14 


General Electric X-Ray Corporation, Charlotte, N. C., Spaces 
No. 70, 71 and 72 


Harrower Laboratory, Inc., Glendale, Cal., Space No. 4 
Charles C. Haskell and Co., Inc., Richmond, Va., Spaces No. 


58 and 59 

Hynson, Westcott and Dunning, Baltimore, Md., Spaces No. 
40 and 41 

John Wyeth and Brother, Inc., Philadelphia, Pa., Spaces No. 
9 and 10 


Lederle Laboratories, New York City, Spaces No. 42 and 43 


M & R Dietetics Laboratories, Inc., Columbus, Ohio, Spaces 
No. 11 and 12 


Mead Johnson and Company, Evansville, Ind., Spaces No. 15, 
16, 17 and 18 

C. V. Mosby Company, St. Louis, Mo., Space No. 38 

Ortho Products, Inc., Linden, N. J., Space No. 52 

Pet Milk Corporation, St Louis, Mo., Spaces No. 49, 50 and 51 

—_ Morris & Co., Ltd., New York City, Spaces No. 68 and 
9 


Picker X-Ray Corporation, New York City, Spaces No. 28, 29 
and 30 


Powers and Anderson, Inc., of North Carolina, Winston- 
Salem, N.C., Spaces No. 1 and 2 


S & H X-Ray Corporation, Charlotte, N.C., Spaces No. 44, 
45, 46, 47 and 48 

Smith, Kline and French Laboratories, Philadelphia, Pa., 
Spaces No. 23 and 24 

E. R. Squibb and Sons, New York City, Spaces No. 21 and 22 

Tablerock Laboratories, Greenville, S. C., Space No. 5 

Valentine’s Meat Juice Company, Richmond, Va., Space No. 3 

William S. Merrell Company, Cincinnati, Ohio, Spaces No. 338 
and 


Winchester Surgical Supply Company, Charlotte, N.C., Spaces 
No. 65, 66 and 67 

beter ~ ig Chemical Company, New York City, Spaces No. 19 
and 20 


Carolina Surgical Supply Company, Raleigh, N.C., Spaces No, 
56 and 57 


Zimmer Mfg, Co,, Warsaw, Ind., Space No, 60 


park 


260 NORTH CAROLINA MEDICAL JOURNAL May, 1942 


NOTICE To ESSAYISTS 


IMPORTANT 


Each Essayist is requested (see By-Laws) to hand 
to the Chairman following the reading of the paper, 
an original copy, together with any illustrations or 
other material used with the paper. Those desiring 
to review their papers before publication should 
make a carbon copy for such purpose. All papers 
should be typewritten and double spaced, with ref- 
erences arranged according to the form used in 
publications of the American Medical Association. 
Cuts will be made at the author’s expense. 


NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


The North Carolina Conference for Social Service, 
of which Dr. George M. Cooper, Assistant State 
Health Officer, is the President, held its thirtieth 
annual meeting on April 16 and 17 in Raleigh. The 
dominant theme of the Conference was “Human 
Welfare and Government in a World at War”. 
Among the speakers were Governor J. Melville 
Broughton, Associate Justice A. A. F. Seawell, of 
the North Carolina State Supreme Court, who spoke 
on the subject, “Mobilizing Social and Moral Forces 
in War Time,” Mr. Robert E. Bondy, of Washington, 
Administrator of the American Red Cross Services 
to the Armed Forces, and Miss Elizabeth McCord de 
Schweinitz, Field Supervisor at the Pennsylvania 
School of Social Work. 


* 


All men who enter the armed service are immun- 
ized against typhoid fever and other controllable 
diseases. They are kept under observation and 
those who contract venereal diseases are segregated 
and given treatment, but what about the sources of 
infection? Until these are dried up, there can be 
no permanent or lasting victory against such di- 
seases. 

We are told by those who know that more than 
60,000 of the first 1,000,000 Americans who under- 
went physical examinations for selective service 
were rejected because of syphilis and gonorrhea; 
further, that in the first World War 7,000,000 days 
of service were lost to the United States Army as 
the result of venereal infections—a total of 338,746 
men, the equivalent of 23 divisions, received treat- 
ment. In peace time, millions of dollars every year 
are wasted in industry, as the result of venereal in- 
fections. 

Your State Board of Health, through the means 
at its disposal, is waging a vigorous campaign 
against venereal diseases, in cooperation with the 
United States Public Health Service and other 


agencies. 
* &€ 


The State Board of Health in cooperation with 
local boards of health will, on May 1, set up a series 
of clinics in which any person can be immunized 
against smallpox, typhoid fever, diphtheria and 
whooping cough. This movement is designed to 
furnish quick and widespread protection at a time 
when we are at war and when anything can happen. 
Whooping cough last year claimed the lives of 199 
North Carolina children, as compared w‘th 88 the 


previous year, 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA 


Dr. William deB. MacNider, Dr. James C. Andrews 
and Dr. Russell L. Holman attended the meeting of 
The Federation of American Societies for Experi- 
mental Biology in Boston, April 1 to 4. 

* * 

Dr. Holman presented a paper before the Ameri- 
can Society for Experimental Pathology, entitled: 
“Experimental Arterial Lesions In Dogs Related to 
Diet and Renal Insufficiency”. 

Dr. Andrews presented papers as follows: 

(1) “The Enzymatic Conversion of Quinine In 
Vitro By the Tissues of the Rat”. 

(2) “The Enzymatic Conversion of Quinine In 
Vivo In the Rat”. 
These two papers were presented under the 
joint authorship of Dr. Carl E. Anderson 
and Dr. Andrews 

(3) “The Extraction of Proteins From Aqueous 
Solution by Means of Emulsification With 
Chloroform”. 
This was done in conjunction with W. E. 
Cornatzer and. A. B. Sample. 


Dr. W. C. George and Dr. C. D. VanCleave, of the 
Department of Anatomy, attended the meetings of 
the American Association of Anatomists in New 
York City April 1 to April 3. Dr. George presented 
a paper entitled “Double Notochord in a Pig Em- 
bryo”. 

* * * 

Dr. Frederick P. Lord, Professor of Anatomy of 
Dartmouth University School of Medicine, is spend- 
ing his spring vacation in Chapel Hill and is a wel- 
come visitor to the School of Medicine. 

* * * 

Dr. J. M. Bullitt, Dr. James C. Andrews and Dr. 
H. Ward Ferrill attended the meetings of the North 
Carolina Academy of Sciences held in Greensboro 
April 24 and 25. 

Dr. William deB. MacNider attended the annual 
meeting of American College of Physicians in St. 
Paul, Minn., and on April 22 delivered the convo- 
cational address before that meeting. 


Dr. William B. Fleming, Research Professor of 
Syphilology of the faculty of the School of Public 
Health, was in Hot Springs, Arkansas, during the 
week of April 7, where he gave lectures in the Post- 
graduate Training Course at the Venereal Disease 
Medical Center. These lectures are given under the 


auspices of the U. S. Public Health Service. 
* * * 


Dr. J. P. Gray, of the W. K. Kellogg Foundation, 
Battle Creek, Michigan, is serving as Visiting Pro- 
fessor in Public Health Administration in the School 
of Public Health during part of the spring quarter. 
Dr. Gray is Director of Public Health of the Hills- 
dale County, Michigan, Health Department The 
health work in this County and seven adjacent 
counties is supported and under the auspices of the 
W. K. Kellogg Foundation. Prior to going to Michi- 
gan, Dr. Gray was Assistant Director of Health and 
Public Welfare in San Francisco, California, and 
on the staff of the Department of Preventive Med- 
icine in the University of California Medical School. 

Dr. Sterling Brackett, of the faculty of the School 
of Public Health, attended a meeting of Southeast- 
ern Parasitologists during April. This meeting 
was called by the U. S, Department of Agriculture 
Parasitological Research Laboratory at Auburn, 
Alabama, 


Ary 
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NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


The Department of Pathology of the Bowman 
Gray School of Medicine were hosts to the American 
Association for the study of Neoplastic Diseases at 
its spring meeting, held April 23, 24, and 25. 


Dr. Tinsley R. Harrison, Professor of Medicine, 
was a guest speaker at the Fourteenth Annual 
Spring Clinical Conference of the Dallas Southern 
Clinical Society, held March 23-26 in Dallas, Texas. 
He gave three addresses before the Conference, and 
held a Heart Clinic. Dr. Harrison also delivered the 
annual J. Marion Sims lecture before the J. Marion 
Sims Society of the Medical College of the State of 
South Carolina in Charleston on April 18. The sub- 
ject of his lecture was “Cardiac Dyspnea”. On 
April 29 Dr. Harrison spoke in Columbus, Ohio, be- 
fore the annual meeting of the Ohio State Medical 
Association, on “Hypertension: Some Recent Ad- 
vances.” 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


The North Carolina Tuberculosis Association held 
its annual meeting in Charlotte on April 29. Among 
the speakers at the morning session were Dr. E. J. 
Wannamaker, President of the Mecklenburg County 
Medical Society, who gave the address of welcome, 
and Dr. J. A. Myers, Professor of Medicine at the 
University of Minnesota, who spoke on “The Con- 
trol of Tuberculosis in a Community.” Dr. Myers 
was introduced by Dr. P. P. McCain. Dr. Myers 
spoke again at the luncheon session, on “Some Prac- 
tical Problems in Tuberculosis”. A luncheon for 
Negroes was also held, at which Mr. Daniel C. Mc- 
Carthy spoke. 

Officers of the Association for 1941-42 were Dr. 
Charles W. Armstrong, President; Dr. William H. 
Smith, Vice President; Dr. Harry L. Brockmann, Sec- 
retary; Mr. H. M. Holbrook, Acting Treasurer; Mrs. 
C. C. Hook, Honorary Vice President; and Mr. 
Frank W. Webster, Executive Secretary. The Exe- 
’ eutive Committe is composed of Dr. P. P. McCain, 
Mrs. Charles E. Platt, Dr. P. A. Yoder, and the offi- 


cers. 


EIGHTH DISTRICT MEDICAL SOCIETY 


The Eighth District Medical Society met on April 
21, in North Wilkesboro at the Wilkes Hotel. The 
program was as follows: 

1. Nutrition Deficiencies and Diseases of Infancy 

and Childhood—R. J. Lovill, M.D., Mt. Airy 
2. L. W. Holladay, M.D., High Point 
3. Recent Advances in Prenatal Care—Chas. H. 
Mauzy, Jr., M.D., Winston-Salem 

4, Rheumatic Fever, Diagnosis and Treatment— 
S. F. LeBauer, M.D., Greensboro 

5. Parathyroid Tumors—George W. Joyner, M. 
D., Asheboro 

Business Meeting, Election of Officers. 

Dinner Meeting. 

1. Greetings from the Medical Society of the 

State of North Carolina— 
F. Webb Griffith, President, Asheville 
Roscoe D. McMillan, Secretary, Red Springs 


The Nervous Heart— 
Tinsley Harrison, M.D., Winston-Salem. 
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BOARD OF MEDICAL EXAMINERS 
The Board of Medical Examiners of the State of 
North Carolina will hold its next meeting in Raleigh, 
June 15-19, 1942, at the Sir Walter Hotel at 9 a.m. 
Dr. W. D. James, Secretary, Hamlet, North Carol'na. 


THE THERMAL BELT MEDICAL SOCIETY 


The Thermal Belt Medical Society met at the 
Community Building in Marion on April 16. The 
folowing program was presented after dinner: 
“The Golden Age of Medicine’—Dr. David Edsall, 
Tryon 

“Some Changes in the Blood During Pregnancy”— 
Dr. D. F. Moore, Shelby 

“A Report on the Investigation of the State Hospi- 
tal”—Dr. Guy S. Kirby, Marion. 


BUNCOMBE COUNTY MEDICAL SOCIETY 


Dr. William E. Wilmerding spoke to the Bun- 
combe County Medical Society at its first April 
meeting on “The Metamorphosis of a Civilian Doctor 
Into an Army Medical Officer”. At the second meet- 
ing in April, held on April 20, Dr. John H. Dough- 
erty gave “Some Clinical Observations on the Path- 
ology of Urethral Gonorrhea.” 


COURSE IN ELECTROCARDIOGRAPHY 


The Cardiovascular Department of the Michael 
Reese Hospital offers a full-time intensive course 
in Electrocardiography from August 17 to August 
29, 1942, by Dr. Louis N. Katz, Director of Cardio- 
vascular Research. 

This is an intensive course offered to the general 
practitioner. As group and individual instruction 
will be given, the course is open to both the begin- 
ning and advanced student in Electrocardiography. 

For further information address: Michael Reese 
Hospital, Cardiovascular Department, 29th and Ellis 


Ave., Chicago, Illinois. 


NEwS NOTES 


Dr. Paul Ringer of Asheville addressed the Ala- 
bama Tuberculosis Association at Birmingham on 
March 24. 


Summer Diarrhea in Babies 


Casec (calcium caseinate), which is almost wholly 
a combination of protein and calcium, offers a quick- 
ly effective method of treating al] types of diarrhea, 
both in bottle-fed and breast-fed infants. For the 
former, the carbohydrate is temporarily omitted 
from the 24-hour formula and replaced with 8 level 
tablespoonfuls of Casec. Within a day or two the 
diarrhea will usually be arrested, and carbohydrate 
in the form of Dextri-Maltose may safely be added 
to the formula and the Casec gradually eliminated. 
Three to six teaspoonfuls of a thin paste of Casec 
and water, given before each nursing, is well indi- 
cated for loose stools in breast-fed babies. Please 
send for samples to Mead Johnson & Company, 
Evansville, Indiana. 


The Art of Diagnosis.—The art of diagnosis is 
based on the recognition of signs and symptoms. 
It is often necessary to wait for them to develop 
before an exact diagnosis can be made. In abdomi- 
nal catastrophes, mistakes are pardonable. The un- 
pardonable sin is to wait until error is impossible. 
That would mean the sacrifice of human life on 
the altar of statistical perfection.—William J, Car- 
rington: Differential Diagnosis of Acute Lower Ab- 
domina) Lesions in the Female, J. M. Soc. New 
Jersey, 38:504 (Sept.) 1941. 
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AUAILIARY 


FUNDS FOR MEDICAL AND SURGICAL 
WAR RELIEF 


Under the leadership of Mrs. Thomas 
Leslie Lee of Kinston, State Chairman of 
National Defense for the Auxiliary, the or- 
ganization has taken cognizance of the war 
emergency by raising funds for the pur- 
chase of medical and surgica) supplies for 
the United States and her Allies. The Aux- 
iliary has conducted this war relief work in 
cooperation with the Medical and Surgical 
Relief Committee of America, an agency 
conducted by hundreds of volunteer doctors 
and nurses with headquarters in New York. 

The Medical and Surgical Relief Commit- 
tee is composed exclusively of physicians and 
surgeons who have volunteered their ser- 
vices. All supplies and equipment received 
at committee headquarters are inspected by 
experts before being packed for shipment. 
if not worth reconditioning, instruments are 
melted down for use as surgical) steel. 

Proceeds from the sale of merey emblems 
will be applied to the purchase of medical 
and surgical supplies to equip emergency 
hospitals for civilian casualties in England, 
among the “Free French”, and in Equatorial 
Africa, China and the United States. 

The committee has collected from phy- 
sicians and dentists old surgical instruments 
and samples they have received from phar- 
maceutical manufacturers. Since last No- 
vember, $100,000 worth of supplies have 
been sent to Greece, and in July twelve 
mobile hospital units were equipped to be 
sent to China. Transfer companies have been 
very cooperative in taking the equipment to 
headquarters without charge. 

The Auxiliary this month goes to the State 
Convention in Charlotte, and returns are not 
yet complete on the accomplishment of this 
work. Thus far, however, the doctors’ wives 
in North Carolina have raised sufficient 
money to purchase three operating kits, one 
emergency medical field set and one first 
aid kit. Three cases of instruments were 
donated by Dr. I. H. Manning of Chapel Hill. 
The money was raised chiefly through the 
sale of Mercy Emblems, attractive patriotic 
coat-lapel pins, and to date more than $600 
have been contributed toward this cause. 

Lenoir County, home of Mrs. Lee, heads 
the state thus far in contributions, having 
raised around $270.00. Wake County runs a 
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close second, clearing around $225.00, and 
Hoke County holds third place with a con- 
tribution of $127.00. Other counties assist- 
ing in the sale of emblems and amounts 
raised were as follows: New Hanover, $33- 
.00; Sampson County, $24.00: Craven Coun- 
ty, $22.00; Guilford County, $18.00; and 
Rockingham County, $20.00 (still selling). 
These figures are not final, as_ reports 
are still coming in to Mrs. Lee and all 
amounts will not be tabulated until the eve 
of the Executive Board meeting in Charlotte 
on Monday, May 11. 

It should be very gratifying to all who 
have helped to put over the Civilian Defense 
Program to know that medical equipment is 
now available for Civilian Defense needs in 


North Carolina. 


ANNOUNCEMENT 

Last Call for reservations for the 
Twentieth Annual Convention of the Wom- 
an’s Auxiliary to the American Medical As- 
sociation, which will be held at Haddon Hall, 
Atlantic City, New Jersey. June 8-12. 

Atlantic City extends a hearty welcome to 
vou! 

FOR PROGRAM OF AUXILIARY MEETING IN 
CHARLOTTE SEE APRIL ISSUE 


In Memoriam 


WILLIAM PINCKNEY KNIGHT, M.D. 
By Wesley Taylor, M.D. 


Dr. William Pinckney Knight passed away on 
February 2, 1942, after an illness of several months. 

Dr. Knight was born in Rockingham County on 
July 13, 1872. He was a graduate of Oak Ridge 
Institute and the Baltimore Medical College, receiv- 
ing his M.D. degree in 1898. After a postgraduate 
course in the Maryland General Hospital he prac- 
ticed in Alamance County for four years. In 1903 
he came to Greensboro and soon became chief phy- 
sician of the great Cone Mills—a position he held 
to the time of his death. 

In 1906 he married Miss Nell Hendrix. Mrs. 
Knight, two sons and four daughters survive him. 

There are few families in this community who 
are untouched by the influence of this remarkable 
man, as friend, councilor, or physician. He practiced 
among us for forty years, and assisted at the 
births of more than 5000 children. He was a ruling 
Elder in the Buffalo Presbyterian Church and Presi- 
dent of the Cone Memorial Y. M. C. A., in the 
establishment of which he was an influential factor. 
He was a tower of strength in the councils of the 
Guilford County Medical Society, of which he was 
once President. In the memory of the writer there 
has been no one more trusted and respected or 
more beloved than he. 


May, 1942 


His close friends believe that his end was ma- 
terially hastened by his devotion to service and 
duty. Even up to the last few weeks of his life he 
found it impossible to refuse any call of distress 
as long as he was able to respond. ; 3 

In the passing of William Pinckney Knight this 
Society has suffered a great loss—the loss not only 
of an esteemed member but of an ornament to our 
profession. Individually we have lost a valuable 
and beloved friend; the community has lost a public 
benefactor. 

Obituary Committee 
Rigdon Dees, M.D., Chairman 
E. T. Harrison, M.D. 
M. A. Lakey, M.D. 
Wesley Taylor, M.D. 


CARLOS CURTIS HUDSON, M.D. 


By Herman R. Parker, M.D. 


In accordance with our time-honored custom, we 
are committed to record the death and to review 
the life and works of a member of this society. 

In the early morning of February 17, Dr. Carlos 
Curtis Hudson, aged 60, Greensboro’s able and be- 
loved health officer, departed this world. 

Born on a farm in Madison County, Kentucky, on 
November 23, 1881, Curtis Hudson was the third of 
eight children of John B. and Anne Parks Hudson 
—both of whom survive at the remarkable ages of 
92 and 8&8 years respectively. His boyhood was 
spent at the place of his birth, and he received his 
early education at a nearby country school. Later 
he taught for two years in a mountain school at 
Kirby Knob, Kentucky, after which he attended the 
Berea Normal School, and Berea Academy, gradu- 
ating from the latter in 1905. He then entered 
upon the studies of his profession at the University 
College of Medicine in Richmond, Virginia, where 
he made a most enviable record as a student. 

Following graduation in 1910, Dr. Hudson took 
an internship at the Retreat for the Sick, after 
which he became assistant health officer of the city 
of Richmond. On December 23, 1912, he was mar- 
ried to Miss Sue Lewis Richmond of Milton, North 
Carolina. In 1913 he was appointed health officer 
of Danville, where he organized and directed a 
modern health unit, and founded the Hilltop Tuber- 
culosis Sanatorium. In 1915 his only child, Nancy 
Richmond, was born. 

Largely as a result of his excellent work in Dan- 
ville, Dr. Hudson was chosen for a somewhat 
similar undertaking at Charlotte, after four years. 
With the ability, skill, and resourcefulness that so 
characterized him throughout life, he effected 
another excellent health organization, and remained 
in Charlotte three years as health officer. During 
the first World War he served in the capacity of 
public health officer in charge of the military zone 
around Camp Green, with the commission of Past 
Assistant Surgeon in the U. S. Public Health Ser- 
vice. 

In 1920 Dr. Hudson was recalled to Richmond to 
assume the duties of city health officer. After four 
years there he heard another cry from the wilder- 
ness, responded, and appeared in our midst. Thus 
began in this vicinity a new era in public health. 
Coming to us in the prime of life, he was well 
qualified for the tasks ahead. The scope of his 
undertakings and his able administration soon at- 
tested a rare comprehension and a clear vision. In 
Greensboro we all, physician and layman alike, 
turned to Dr. Hudson for counsel in the protection 
of our patients, ourselves, and loved ones from the 
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hazards of disease. The untold lives in this com- 
munity which he steered from the tentacles of dis- 
ease and death, as reflected in the rapid and con- 
tinuous decline in our morbidity and mortality rates, 
bear effective witness that service was the beacon 
of his life. One notable indication of his ability. 
alertness and progressive attainments was the sienal 
honor achieved by Greensboro in the National 
Chamber of Commerce City Health Conservation 
Contests. For five years Greensboro was the only 
city of its group (50,000 to 100,000 population) in 
the South to achieve the distinction of being an 
honor city, and in 1938 it was one of the four cities 
in the United States to receive this rating. 

Besides serving on numerous civic, medical, and 
hospital committees and boards, Dr. Hudson was 
several times president of the various hospital] staffs 
of Greensboro. He was a past president of this so- 
ciety, a Fellow of the American Public Health Asso- 
ciation, and in 1928-1929 was president of the North 
Carolina Public Health Association. His contribu- 
tions to medical literature, while not voluminous, are 
notable. 

Dr. Hudson was a man without vice. He engaged 
enthusiastically in games and sports, and was an 
ardent lover of the great outdoors. He was a kind, 
loving husband and father, a devout Christian, and 
a gentleman. Profoundly modest, and always ex- 
hibiting dignity, fortitude, a loftiness of spirit and 
purpose, and with a rare gift of leadership, he lived 
a most worthy, beautiful, and interesting life. He 
experienced abundantly the vicissitudes of a physi- 
cian as well as those of a health officer, and he 
reaped bountifully in satisfaction the reward of 
much needed work well done. 

In ecclesiastical language, Dr. Hudson must have 
felt called to the field of public health. Surely, not 
without the hand and inspiration of Providence can 
man perform with such zeal, glory, sympathy and 
proficiency, so magnanimously... He loved all people 
and was happiest when ministering to them. 

Truly, we have lost a treasure. He has crossed 
the stage of action, a colorful and matchless figure, 
to take his place among the immortals. 

“For by his life and works, he is immorta!.” 

Therefore, be it resolved, that the Guilford County 
Medical Society records with deep sorrow and regret 
the untimely passing of Dr. Carlos Curtis Hudson: 
that in his demise this society has lost an able and 
faithful member, and the community a most valu- 
able citizen and physician. 

Be it resolved further, that a copy of these resolu- 
tions be spread upon the minutes of this meeting, 
and that a copy be sent to the family of the de- 
ceased. 

Obituary Committee 


Rigdon Dees, M.D., Chairman 
E. T. Harrison, M.D. 

M. A. Lakey, M.D. 

Wesley Taylor, M.D. 


We have no dependable measures that serve to 
bring about permanent interruptions of tuberculosis 
such as drugs, foods or even mechanical procedures. 
Therefore, our programs must be developed with 
one ultimate aim, namely the creation of an en- 
vironment free from tubercle bacilli. In some places 
this has already been nearly accomplished, and only 
a short time is needed to complete the work. In 
other places, little has been done and much intensive 
work over a long period of time will be necessary. 
In both places, the fundamentals of control are the 
same and identical procedures must be carried out. 
—J. A. Myers, M.D. Trans. N. T. A., 1940. 


be 


264 


BOOK REVIEWS 


Surgery of the Ambulatory Patient. By L. 
Kraeer Ferguson, M.D., F.A.C.S., Lieut.- 
Commander, Medical Corps, U. S. Naval 
Reserve; Assistant Professor of Surgery, 
University of Pennsylvania; Surgeon, 
Philadelphia General Hospital and Doctors 
Hospital. 923 pages with 645 illustrations. 
Price, $10.00. Philadelphia: J. B. Lippincott 
Company, 1942. 

There has been a need for such a book for a 
long time. Especially is it valuable to medical stu- 
dents and young practitioners of medicine. Some 
experience is required to know just what types of 
injury may be treated satisfactorily in the am- 
bulatory patient. This book answers this question 
authoritatively. It is well written and well illus- 
trated, and the reviewer can heartily recommend it. 


The 1941 Year Book of Pediatrics. Edited 
by Isaac A. Abt, D. Se., M.D., Professor of 
Pediatrics, Northwestern University Medi- 
cal School; Attending Physician, Passavant 
Hospital; Consulting Physician, Children’s 
Memorial Hospital and St. Luke’s Hospital, 
Chicago; with the collaboration of Arthur 
F. Abt, B.S., M.D., Assistant Professor of 
Pediatrics, Northwestern University Medi- 
cal School; Associate Attending Pediatri- 
cian, Michael Reese Hospital; Attending 
Pediatrician, Chicago Maternity Center; 
Attending Physician, Spaulding School for 
Crippled Children and La Rabilda Jackson 
Park Sanatorium, Chicago. 512 pages, il- 
lustrated. Price, $3.00. Chicago: The Year 
Book Publishers, 1942. 


The present volume maintains the excellence of 
the earlier Year Books of Pediatrics. The medical 
literature has been carefully and succinctly sum- 
marized to give a well-coordinated review of the 
advances made in pediatrics as well as in related 
subjects. The book is not too highly specialized 
and will prove of value to the internist as well as 
to the specialist in childhood diseases. It offers a 
useful, convenient and well-written resume which 
should appeal to the general practitioner. Principles 
for resuscitation of the newborn, recent advances 
in the treatment and prophylaxis of rheumatic fever, 
the treatment of pyuria, the Kenny treatment of 
poliomyelitis and similar matters of current practi- 
cal interest are clearly epitomized. 


Medical Genetics. By Laurence H. Snyder, 
Se.D., Professor of Medical Genetics, Ohio 
State University. 130 pages with 24 illus- 
trations. Price $1.50. Durham: Duke Uni- 
versity Press, 1941. 


A series of lectures on medical genetics delivered 
last year by Dr. Snyder at the medical schools of 
Duke University, Wake Forest College, and the Uni- 
versity of North Carolina, and made possible 
through the generosity of the Carnegie Corporation, 
aroused such interest among the students and fac- 
ulties of these institutions that Dr. Snyder was per- 
suaded to make them accessible to a larger audience 
by publication in book form. The present compact 
volume is the outgrowth of these lectures, and it 
merits the attention of all physicians. 
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A Primer on the Prevention of Deformity 
in Childhood. By Richard Beverly Raney, 
M.D., Associate in Orthopedic Surgery, 
Duke University School of Medicine, in col- 
laboration with Alfred Rives Shands, Jr., 
M.D., Medical Director, Alfred I. duPont 
Institute, Visiting Professor of Orthopedic 
Surgery, University of Pennsylvania School 
of Medicine. 185 pages, illustrated. Price, 
$1.00. National Society for Crippled Child- 
ran, Inc., Elyria, Ohio, 1941. 


This book fulfills a long felt need for a text which 
is concise, readable, and can be readily understood 
by both the physician and the lay co-worker in the 
problem of the crippled child. It should prove a val- 
uable reference in the library of every practicing 
physician, and all medical students, nurses, social 
workers, and teachers should be entirely familiar 
with its clear, concise principles. It should be the 
means of preventing many deformities. Artist’s 
drawings depicting the many crippling deformities 
are included, and they have much more teaching 
value than photographs or x--ays. 

This excellent little volume is very timely and 
should be an aid to both the physician and his lay 
co-worker in the fight against crippling conditions. © 
The glossary of terms contained in the back pages 
adds much to the value of this book as a guide and 
reference. 


The History and Evolution of Surgical In- 
struments. By C. J. S. Thompson, M.D., 
Curator of the Royal College of Surgeons 
of London. 113 pages, illustrated. Price, 
$8.50. New York: Schuman’s, 1942. 

This book contains many interesting facts, al- 
though the reproductions of the pictures are not 
particularly clear, and the text is not. easy to read. 
It is of value to have the information collected in 
one small volume. 


Colchicine. — The mechanism of* the action of 
colchicine is not known. Few pharmacological 
studies have been made and little more can be said 
than that it is effective clinically. We have never 
observed a patient to be hypersensitive to the drug, 
nor does the drug appear to lose its efficacy with 
repeated ingestion—John H. Talbott: Clinical Gout, 
Rocky Mountain M. J. 38:193 (March) 1941. 


OPPORTUNITY 


I am in need of an assistant for coal min- 
ing practice, with some private practice. 
Good salary with share in extra collections. 
Excellent opportunity for right man. If 
interested write 


Dr. H. P. EVANS 
Keystone, West Virginia 


